APPENDIX D

Sample SSA Forms

Appendix D contains samples of SSA forms that were mentioned throughout the text of the
manual as being necessary or helpful to the process of applying for disability benefits. The
following forms are included in this appendix:

Form SSA-8000—SSI Application

Form SSA-3368—Disability Report for Adults

Form SSA-3369—Work History Report

Form SSA-1696—Appointment of Representative

Form SSA-561—Request for Reconsideration

Form SSA-827—Authorization to Disclose Information to SSA

Form SSA-787—Physician’s/Medical Officer’s Statement of Patient’s Capability
to Manage Benefits

Form HA-501—Request for Hearing by Administrative Law Judge

B Form HA-520—Request for Review of Decision/Order of ALJ
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Fstttt Sy
AL SECURITY ADMIRISTRATION D TEL OMB No CB0-0279

APPLICATION FOR SUPPLEMENTAL SECURITY INCOME (SSI) Do not write In this space
Mote: Social Security Administraton stalf or others who halp pecpls agply far
51 will il oud This form for you,

| am/We are applying for Supplemental Security
Income and any federally administered State
supplementation under title XVI of the Social
Security Act, for benefits under the other programs | [] FS-SSA/APP [ ] FS-REFERRED
administered by the Social Security Administration, Filing Date

and where applicable, for medical assistance under | Month, Day, Year

title XIX of the Social Security Act.

[ acval o [ Protective
TYPE OF CLAIM e s ]Cowle  [Jinavicua  [Jona [ chid wih Parentis

PART I—BASIC ELIGIBILITY—The questions in this section pertain to the period beginning with the first
through the date this application is signed
erdnt time period.

% KN Go 1o () [ NO Gotoez

2. |(a) Are you married? [] YES Geotwm) [ NO Gotoes
(b} Spouse’s Name (First, middle initial, last) Birth (month, day, year) | Social Security Number
L iy s ey D e TS
g nﬁmgmwmmwéﬁs?—b [] YES Gow(d) [] NO Gota (el

(d) Other Names (including maiden name) and Social Security Numbers Used by Spouse

] i SPOLEED
(e) Are you and your spouse living logether? ——————= | [7] YES -’-L“uw;‘:m [JM0 Gewin
“mp .

{fl Date you began | Address of spouse or name and address of someone who knows where the spousa is.
apart

{g) IF YOUR SPOUSE IS NOT FILING FOR SUPPLEMENTAL SECURITY INCOME AND YOU SEPARATED
SINCE THE FIRST MOMENT OF THE FILING DATE MONTH GO TO #3. IF YOUR SPOUSE IS FILING

FOR SUPPLEMENTAL SECURITY INCOME, GO TO #4

3. |(a) Is your spouse the sponsor of an alen for supplemental i
security income? » |[] YES Gow) [J NO Gow w4
(bl Alien's Nama Allen's Social Security Number

AR Sl h L L ST, 3 S
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(8) Have you been married befora? >

You
Boo  Be

Your
Beo o

remaining information in Remarks and go 1o #5.

{b) Give the following infarmation Mmesmum.ﬁanmmmm1

ormer marriage, show the

FOAMER SPOUSE'S NAME SOCIAL SECURITY HUBBER DATE OF DATE MAR- HOW MARRIAGE
[rachuding makion namss) {11 raerey O NN, SO INCECRl) MARFIAGE RIAGE ENDED ERDED
You
Your
5. You
{a) Are you blind or disabled? PE"I'EE Qm E?Es E
fo (b) o #6 i (b) o #6

{B) GIVE THE FOLLOWG | DATE MPAIRMENT
IFCERRAA TN : BEGAN

RATURE OF THE BAPARMENT

You
Your Spouse
B. anWWEMWMnmm?myaurhmn?—b Your Spouse, it filing
i e : g YES
Are you a United States citizen by birth? = iy
B. : g YES g [T}
Ang you a naturalized United States c it i
9. [{a) Are you lawlully admitted fol\pe = E =
Linibed States? ey (B} o #10
(b) Ghe the month, day, and DATE
permanant residence. If dala- is
date, go 1o (c}; otherwise go o i ¥
{c) Was your entry Into the United States sponsored by any YES NO YES E NO
person or promoled by an institution or group? ————— to (d) to #11 to (d) o #11
{d) Give the lollowing Information about the person, Institution, or group:
Mamie Address m'nﬂu-.
Area Code)
].
{e) GO TO #11
10.
(@) Isthe Immigration and Naturalization Service (INS) aware of YES NG ﬁs
your presence in the Uniled States? * b (b} o #11 hﬂ'l
{b) Through what date will INS allow you 1o remain in the unrmd 'DATE (movith, day, year) |DATE (month, day, year)
States? (H indefinitely, so indicate)
T7.[{a) When did you first make your home in the United 'DATE (month, day, year) | DATE (monih, cay. year)
Slates? b
(b) Have you lived outside the United States since then? — Q""'Es Qm E"’Eﬁ E":'
o (e} b #12 1o {e) o #12
ich FROM: FROM:;
Give dalas of residance oulside the Uniled States. fMomth, | oeeeicaeeaeaoa L R e s
day, year) > | TO: O
12. | (a) Have you been outside the United States (the 50 states,
District of Columbda and Morthern Mariana i-ﬂand:s]ﬂﬂduﬁ :E’? ,:913 EE Eh“Em
prior 1o the filing date?
(B) Date Lef Date Loft
Give the dale (Month, day, year) you left the United States
mmmmmmmwmuwmww.——rimm Date Raturnsd

FORM SSA-B000-BK (5-90)
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PART II—LIVING ARRANGEMENTS—The questions in this section pertain to the signature date.

13.

Check the applicable block to show whene you e now:

[ House | rlmrn B Transiant E School H Rehabiation Center
D-"P"m commercial Oither (Specify) Hospital Jai
= 0 m""""'m'" ’ mzﬂwmﬂ Other (Specify)

{private home) [] Foster Home

IF YOU ARE LIVING IN A FOSTER HOME, AN INSTITUTION, OR ARE A TRANSIENT, EXFPLAIN IN
REMARKS AND GO TO #21.

14.

Do you live alone or with your spouse only? ——————p |:|‘|"EE Ga o #18 |:|HIJ Go o #15

15

{a) Give the folowing information about everyone whao lives with you (or with you and your spousa);

. RELATIONSHIP TO | SEX | paATE OF BafTH |BLMD OR | IF UNDER AGE 52
HAM YOU OR SPOUSE || F | (oo, cay, pear) |DISABLED | MARRIED | STUDENT

e g A DR L ] "'_qa

¥
]
)
i

SR T

(b Do all the persons listedyin :...--- ]
income based on need?

O vYes Gowiw [J MO Gow

mlﬁmﬂmmm X married, and a student [ ves Gowidhy []NO Gow#ie
(d)  CHILD RECENVING INCOME SOURCE & TYPE MONTHLY AMOUNT
-
3
$

16

(a) mmtmmmamlmmmmimwmlm Dm Go i #17 D NO Go o b}

(b) Name and address of parson who owns or rents the place where you live: slephone number, # known
{tnclude Area Code)
(c) GO TO #20
17. if you are & child iving
{a) Mamimwurhwmmuﬂ]mmgwdnwumm i
e O ves cowi@ [JNO mwﬁaﬁ
by Ar ni{s) bu or do the place whara
”wﬂﬂl.rp“ N T oo »| ] YES Gowil [ NO Gowwis
{c) What is the amount and frequency of the morigage pay- :mumt Frequency of Payment
meant?
(d) GO TO #20

FORM S5A-8000-BK (5-00) Page 3



18. | ja) Do you {or your ning with spouse) have rental iabilty for

[ ves Gowiwy [JnNO :-E-Eh":ﬁ'ﬂ

ihe place where you liveT g 1o c).
(b) Do your parent(s) have rental Kability? > YES Gotoid) ﬂm Go 1o (c)
{c) Does anyone who lives with you have rental lability for the m":i- #mm
H
place where you live? » O TEEE:WE NO i Reemarks and go to
(d) What is the amount and frequency of the remt Amount Frequency of payment
payment? 3 5
19. | (a) Are you (or anyone who fives with you) the parent or child of
the landlord of the landiord's spouse? » | [J YES Gowo) []NO Goweo

(b) Mame of parson related to landiord
or landiord’s spouse:

Relationship

MName and address of landiord (include lalephone number
WMM|imI

(a) Does anyone who does MOT live with you provide your
housahold with all or part of the food and shalter (including
payment of the bills jor food, rent or home morigage pay-

ments, proparty insurance required by the mongage holder, |:| 24 to (b} |'_'Im Ga 1o (&)

real property taxes, heating fusl, gas, electricity, garbage

removal, waler, or sewerage) or give the household ;

for these ibems?
b MOMTHLY MONTHS
i f— AMCUNT RECEIVED

e——————

{c) GO TO (d) IF YOU (OR YOUR LIVING WITH
SPOUSE

OWN OR RENT AND LIVE WITH OTHERS (
ONLY) BUT YOU DO NOT LIVE IN A PUBLIC ASSISTANCE HOUSEHOLD; OTHERWISE, GO TO #21.

THAN

{d) Does anyone Bving with you give you (or your living with
spouse) money for or help pay for all or part of your food,
rent or home morgage paymenis, property inSurance
required by the morgage holder, real property taxes,
heating fuel, gas, electricity, garbage removal, waler, of
senwar bills? 1

[0 ves Gomwezr [ NO Gow ezt

21. | (a) Has the information given in Rems #13 through #20 been the

sama since the first moment of the filing date month? —#

NO Explain in Aemarks

O ves Goom [Jno JEC0S

(b} Do you expect this information 10 change? —————————p

D"I"EB w-u

go'o #22 n MO Go o #22

PART Il—RESOURCES—The questions in this section pertain to the first moment of the filing

date month.
22. |{a) Do you own or does your name appear on the title of any You Your Spouse
wehicles; e.9., cars, lrucks, boats, motorcycles, elc.? — YES NO E YES E NO
4 o (k) o #23 1o (B) b #23
{b) DESCRIETION EQUIPPED FOR | GURRENT | ..
CWWNER'S NAME (YEAR. MANE 8 Jope)| VST w WARGET e

R IR
[

FORM SSA-8000-BK (5-00)




- i i You Your
{(a) Do you own or are you buying any lfe insurance YES HO s
== i » Eum Enm Eum
{b] Give the following information on each policy:
fRERRIAME MAME OF INSURED |  NAME AND ADDRESS OF INSURANCE COMPANY
Policy (#1)
Folicy (#2)
Policy (#3)
LASH SURRENDER DATE LOANS AGAIMST
POLICY MUBBER FACGE VALUE WALLRE PURCHASED YES ] MO
Policy (#1) s - :
|
$ $ ;
4. | (a) Do you (either alone or jointly with any other person) own any: s You - 1|'|l‘il"sv:||l.lrElm;m.nu
Lite estates or ownership interest in an unprobated estate ¥ - .
L]
|

Household or personal ibems worth mone than 3500 each? -,

25, Vlu Your Spouse.
: e YEE | MO YE&E | WO
Mﬂm.ﬂhm.wwmam—-—h : .
Checking Accounts > |
Credit Union Accounts . :
Christmas Ciub Accounts > b
Certificates of Deposit - ' i
Motes >
Stocks or Mutual Funds - : '
Bonds > i '
Other tems that can be tumed into cash ———————— '
(b) Give the loliowing information for any “Yes™ answer in 25(a); otherwise go to #26
OWNER'S NAME MAME OF ITEM VALUE ﬂ“”ﬂ”{'f:”‘““ mmm‘nrm: mrE w
]
3
3
s

FORM SSA-8000-BK [5-80) Page 5




216, Da e land, houses, real property, prop- You Your Spouse
" wﬁ‘wﬁm %mﬂw
other money or any including belongings
hﬂ#ﬂhﬂj#ﬂmmmmmﬂm COves [Owno |[[Jyes [Jwo
the application? (Include assets set aside for an emergency or | Go 1o (b) Go o #27 | Go o (b) Go o #27
o provicke for wour heirs.) »

(b} Give the following information:
real property, Include Type and | HOW 1S IT USED? (If not used now, when was it

mdma.ma_gammaﬂa.mmn.'i kast used and what is next planned use.)
Hem 1 hem 1
Ham 2 fbom 2

AMOLUNT CWED
CWNER'S MAME £ ITEM
Tham 1
5
Ttem 2
5
27. | (a) Have you sold, transterred i Your Spouse, If filing
e e el Qres O
month or within the Gotob)  Go'to #28

(b) Give the following informaticg:

OWNER'S MAME DESCRIFTION OF PROPERTY

Itam 1

Item 2

IF THE DATE OF DISPOSAL IS BEFORE 7188 AND LESS THAN 24 MONTHS PRIOR TO THE MONTH OF
FILING OR IF THE DATE OF DISPOSAL IS AFTER 630/88, GO TO 27(c); OTHERWISE GO TO #28.

(c) Give the following about the information in 27(b):

NAME AMD ADDRESS OF PURCHASER RELATIONSHIP | 5010 ON OPEN MARDET
OF RECIPIENT TOOWNER | yg5 | wD
[tam 1 i
:
Tiem 2 4
:
VALLE OF PROPERTY SALES PRICE B0 YU STILL OWN PART
ANDIOR AMOUNT OF O OTHER ARE ADDITIONAL CONSIDERATIONS OR OF THE PROPERTY
CASH GIFT AGREEMENT PROCEEDS EXPECTED? EXPLAIN — 0
e 1 -
: s
ltam 2 K
. :

FORM S5A-8000-BK (5-90) Page @



pocount/policy

You TmrﬂlE
[a) Have you acquined any resource since the first moment of D"'EE DH'D' DYEE NO
th filing date month? p | Golo (b Go o (g) | Goiob) Go o (c)
(o) Explain amy “Yes" answer given in 28(a)
You Your Spouse
ic) . : You Your Spouse
Has there been any increass o decrease in the value of
your resources since the first moment of the filing date D"I"EE DHD D""EE Dm
month? p | Go o (d) Go o #28| Go o (d) Go o #29
(@) Esplasn any “Yes" answer given in 28(c)
You Your Spouses
.| (8] Do you have any assels sel aside for burial axpenses such Your Spouss
ubuﬁulmmmlmau,agmngmg.ufm 1t gl 1 NO D.,'.Eﬂ U”'-'-'
intend lor your burial expenses? Include any et i
tigned in items #22 through #26 and itag EROL0ER S i e
ib) DESCAIPTION (Where approp
el il Biainis. ol oG CAVHERTS NAME

hem 1
em 2 %
WILL INTEREST EARMED OR APPRECIATION IN
FOR WHOSE BURLAL IS ITEM IRREVOCABLEY VALUE REMAIN IN THE BURIAL FUND?
i [Jyes [QNo | [JY¥ESGow#3 [JNO Explainin ic)
i 5 [Jyes [QNo | [JYEScows#3 []NO Exisinin )
{c) Explanation:
lherm 1
o 2

B

- (&) Do you own any cemalary lots, crypls, caskets, vaulls, urns, You Your Spouse
mmmhumswaﬂurramﬂmmsfmbumiuruwhaad— D?EE Dm D?’Eﬁ Dl'if..'l
stones of markers? Go o (b) Go to #31| Go to (b) Go o #31

N AELATIONSHIP |  CURRENT
OWHER'S NAME DESCRIPTION F"-"g_l"'n'm'm TOYOU OR | MARKET VALUE
SPOUSE (¥ appicatie|

$

FORM S5A-8000-BK (5-80)
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PART IV—INCOME—The questions in this section specify time period.

.

{a) Since the first moment of the filing date month, have you Yol YOUR SPOUSE
received of do you expecd 1o recehve income in the next
14 months from any of the following sources? YES L YES NO
FEDERAL BENEFITS: : ]
Social Security : L
Aailroad Ratirement - i
Veterans Administraton (Basaed on need/not based on need) ‘ .
Oiffice of Parsonned Managemant (Civil Sansce) 1 i
Military Pension, Special Pay, or Allowance - :
Black Lung | i
Bureau of Indian AHairs : :
Eamed Income Tax Credits E E
STATE/LOCAL BENEFITS: ! !
_Unemployment Compansation L '
Workers' Compensation - !
State Disability : :
State or Local Pension ! I
Aid to Families with Dependent Children € |
Siate or Local Assistance Based on i f
PRIVATE BENEFITS: -
Employer or Linion Pensgion § 4
L] []
insurance or Annuity Pa ' i
MISCELLANEOUS: ] :
Interest (bank accounts, slocks,\CD's, elc. ; ’
Rental'Lease Income i i
Dividends/Royalties i -
e ; :
OTHER INCOME NOT PREVIOUSLY MENTIONED ' :
b} Give the following information for amy “Yes™ answer in 31(a); otherwisa go o #32,
PERSON | TYPEOF DATES EXPECTED SOURCE (Name Adcress of Persor, DENTIFYNG
RECEMNG| mCOME | AMOUNT |FRECUENCY | o prceneD Bars, Company, o Organzancn| NUMBER
You 5 fr?T. il
To:
FoNm:
?w " = = = -
To:
You s Lo s = |
To:
l Your 5 From:
Spouse To:
Your " From:
Spouse ETERVHERET
Your " From:
Spouse s aud |

FORM SSA-8000-BK [(5-80)
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, You Your Spouse
Since the first moment of the filing date month, have you | [] YES [ no |!"|"EB [ no
received or do you expect lo receive any clothing, meals, or N Goto#3d N Gow #33
ather gifis which are nol cash? # | Aamarks and Ramarks and

go o #33 go o #33
“| (a) Have you received wages since the first moment of the filing Q YES E NO E YES E NO
date monih through the current month? ———# o (B) i (d) bo (b} o (d)
ib) Mame and Address of Employer (include telephone number and area code, if known)
You Your Spouse
{c) Total wages received (belore any deductions) for each month:
Monthis)
You
Amounts
Your Monthis)
Spouse | mounts
id] Do you expect to receive any wages in the
14 months? " h"fm fES Eh 234

(@) Mame and address of employer il di

You

w:wam.d‘mw}

i) Give the tallowing

i PAY DAY OH |
el ey AY PERICD PAID DATE PAID {Morsth, dlay, ywar)
You |§ per
Your |o
Spouse per
) : - Your Spouse
(@) Do you expect any changs in wage information provided in | I yeg gm b Em
el o (h) 1o #34 1o #34
{h) Explain change:
You Your Spouse
[ ia) Have you been sall-employed at any tme since the You
of the taxable year in which the filing date month oocurs or do Q?Es Euﬂ E\'Es g
| you expect o be sell-empioyed in the cumrent taxable year? 1o () o #35| Go o (b) 10 #35
(b) Give the lollowing information:
bkt o veaS S~ —=
TYPE OF BUSINESS GROSS HET GROES
NCOME [ wWCOME | L0SE | MCOME [ WCOME | LOSS SELF-EMPLUVMENT
5 % 5 5 ] 's
You ! -
5 3 :5 3 £ :ﬁ
Your $ $ 's $ 5 's
Spouse i T
5 5 :5 ] 5 :l

FORM 55A-8000-BK (5-90)



IF ¥'OU OR YOUR SPOUSE ARE DISABLED AND RECEIVE WAGES OR EXPECT TO RECEIVE WAGES OR ARE
SELF-EMPLOYED OR EXPECT TO BE SELF-EMPLOYED, ANSWER #35: OTHERWISE, GO TO #36.

a5. You Your Spouse
mmmmmwmﬁﬁmﬁwmmrilmﬁwllﬂ Qm I!‘I"EE EHD
injury that you paid which are necessary for you to work? —= in o #35 in o #36
Remarks and Rpmarks and
go to #36 go to #36

IF YOU ARE FILING AS A CHILD, AND YOU ARE EMPLOYED OR AGE 18-22 (WHETHER EMPLOYED OR NOT),
GO TO #38; OTHERWISE, GO TO #37.

36. | (a) Have you aftended school reguiarly since the filing D YES Go to [d) |:|H'D Go to (b)
date month? »
b) H been out of school fo than 4 calenda

(B); H. you o r more than o | [ YES Gotwie [0 NO Gowie

Explain
) Do you plan lo attend school regularty during the next D\-"Eg absance in Dm Go to #37
and go 1o [d}

(d) Give the lollowing information:

NAME OF PERSON AT S0 TES OF
NAME AND ADDRESS OF SCHOOL e otk DOURSE OF STUDY
PART V—POTENTIAL ELIGIE PTHER BENEFITS/FOOD STAMPS/MEDICAL
ASSISTANCE
37.| (a) Have you or a former spouse (or if you are filing as a child, You YOUR SPOUSE
have you ar your parents) ever. YES ) YES NO

Worked for a railroad?

Baan in military servica?

LY LY

Worked for the Federal government?

Worked for a State or local govermment?

" EEEE LT

Woarked fior an employer or belongad 10 a union with 2 pension plan?

- Done work that was covered under the Social Security system
or pension plan of a country other than the United States?

rrredrrraesrerderree e e e .

LR L

(b} Explain and inchude dates (il appropriate) lor any “Yes® answer given in 37(a); otherwise go 1o #38.

You YOUR SPOUSE

FORM 55A-8000-BK (5-50) Fage 10



a8, | (a) Areyou currenily recasving lood stamps or has a food stamp You Your Spousae, if filing
application been fed for you within the past 60 days on YES NO YES NO
which thera has nol been a decision? > Enm Ehﬂ:} io #38 10 [B)
(b} Do you wish to apply for food stamps? » Oves [Owno [Oves [Owo
39, | Where this application is an application for Title XIX under the Social Security Act, l'we understand that

payments from third party payers.

if l'we refuse to assign my'our rights to medical support and payments for medical care from any
individual or private, group, or government haalth insurance, or refuse to cooperate in giving informa-
tion regarding any health insurance |'we may have, that the Social Security Administration cannot
determine whather | am'we are eligible for Medicaid and that l'we must then apply for Medicaid at the
Medicaid agency. I'we also understand that as a condition to become
cooperate with the Medicald agency in establishing paternity and in obtaining medical support and

for Medicaid, l'wa must

IN STATES WITH AUTOMATIC ASSIGNMENT OF RIGHTS LAWS, GO TO 39(b).

{a) Do you agree o assign your righis (or the fghts of anyon You Your Spouse, H filing
for whom you can legally assagn rights) 1o payments for
medical support and other medical care to the State Medi- | LJ YES Q NO YES E NO
caid agency? » | Go o (b) 1 #40 | Go to (b} 1o #40
IEI:IEHI yOu, your spouse, parend or step-parent have any peivabe,
group. of govormment health nsurance that pays the cost of your |[] YES O wo ([ ves ] wo
medical cara? (Do not include Medicars o Medicaid) —_—
[) Do you have any unpaid medical expenses for the 3 manths
prioe 1o the filing date month? Owno [Oyes [Ino

PART VI—MISCELLANEOUS

AMSWER #40 ONLY IF Y'OU ARE REQ

ELSE; OTHERWISE, GO TO #41.

4

{a] Hame ol Person R

— o ——

Your Social Secunty Numbas

IF you ari applying Explam in
ib) Do you wish o be selected as e YES o©n behalf of a child no Remarks
represaniative payea? D g Mo (), ofher D and go 1o
wizsa go o #41 #41,
fc] Are you the natural or adoplive parent with cusiody? —— D YES Goloid) D MO  Golo (d)
o | [] YES ExpaininRemas [] NO Goto
{d) Hawve you ever bean convichad of a felony? e and go 1o (8]
() Are you senving, of have you over sorved, &S reprassniathe payes D YES Enter SSN's in D NO Goto ()
for anyone recening 8 Social Security or Supplemenial Securnty Femarks and
Incodme baneF T 3 g0 o (N
R If you are NOT the
{iy Dosas iha claimant have a legal representatve or a legal guardian
appointed by & court? » | [] YES rﬂw [ MO Gotw #e
_ ) witas ga 1o (h.
g1 Give the folpaing information abou the legal representative o |6Gal guardsan:
Barng Address Tedsphaone Mumber [Inchde
area oode, i known)

{h} Explain what ked the courl 1o &ppoind A legal represaniative of & legal guarndian

FORM S5A-8000-BK (500
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PART VIl—REMARKS—(You may use this space for any explanations. Enter the item number before
each explanation. if you need more space, use a signed form SSA-795.)

FORAM S5A-8000-BE (550 Page 12



e

IMPORTANT INFORMATION—PLEASE READ CAREFULLY

Failure 1o repon any change within 10 days after the end of the month in which the change occurs coukd
result in a penalty deduction.

The Social Security Administration will check your stalements and compare its records with records from

other State and Federal agencies, including the Internal Revenue Service, 1o make sure you are paid the
cormact amount.

If you are disabled or blind, you must accept any appropriate vocational rehabilitation services offered 1o you
by the State agency 1o which we refer you.

PART VIIl—SIGNATURES

I/'We understand that anyone who knowingly lies or misrepresents the truth or arranges for someone o knowingly
lie or misrepresent the truth is committing a crime which can be punished under Federal law, State law, or both.
Everything on this application is the truth as best ['we know it.

41.

Your Signature (First name, middie inittal, asf name) (Write in ink} Datn (Mo, day., yow)

BOphOnS NUMDBGS] §1 wich you
iy b cortacind dunng the day
mu} [ bl i)
HERE AREA CODE
42, Epum'sﬁumfﬁ'ﬂm
(Sign only if
SIGH
HERE
43, a ADDRESS (FINANMCIAL INSTITLITIOM)
OFFICIAL || Fosg T opeir Ao W[ [ Mo Acsount
USE ONLY [] Direct Deasit Rafused
4| No., P.0). Box or Fural Houle]
[Ty and Giale T any
which you Ive
45, |Claimant s Resigence Address (If different from applicant’s manking address)
[City and Statn ZiF Code mr#mﬂmn
WITNESSES
45

“[¥our appiication does not ordinarily have to be winessed. i, ROwever, you have signed Dy Mark (X), two wilnesses

o thie signing who know you must sign below giving their full addresses.
1. Signature of Witness 2. Gignature of Winess

Aridrass (Mumber and Streed, Oy, Siale, and S0P Code) Address (Nunber and Sesd, Cify, Siate, and ZIP Coola)

FORM SSA-8000-BX (560 Page 13
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RECEIPT FOR YOUR CLAIM FOR SUPPLEMENTAL SECURITY INCOME

NAME SOCIAL SECURITY NUMBER | DATE
T e ST

MAME SOCIAL SECURITY NUMBER
Ny = sy

Telephona Number (includk area coce) to call i you | Social Security Office you may come in person or mall your request to:
have a quostion or something lo report.

O 1

Your application for Supplemental Security Income will be processed as quickly as possible. i you have trouble gelting any
infarmation or reconds we have asked for, pléase contact us and we will help you.

You should hear from ws within days aber you have given us all the information we requested. Some claims may
take longer if additional information is needed. If you do not get a check or a notice of determination within that time, please
get in touch with us in person, by mail, or by calling the telephone number shown above.

PAPERWORK/PRIVACY ACT NO

The Social Securty Admintstration is aulhonized to coflect the infoemation on ition form under Sacton 1631 (a) of thea
uniary; however, as sapiaingd balow,
ng benafits may b pad undess an application has baan recarad Syl N, Your rasponse s mandaiony wieae

authorized by the Social Sacurity Act
The information on your applicason ts needed iog
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2
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PuUnDOsa I:‘1..1n 5I..|!q,-1.1 im e ]
goveremantal agency as rﬂlll:l'l'!!-
Supplementad Securly Income oa
Sacurity records (8.g., ko Ihe Depa

ey 1o assst Socaml Secunty in establishung nghis o
ral laws requirng the release of iInformatien kom Social

0 you ghve ws whien we maich records by computer. Maiching programs
3le¥a1a or local govermniment agencies, Many agencsss may use malching programs
1o Bnd or prove that o parson qualifies iy natiis paid by the Federal govemmant. Tha law aflows ws o do this even if you oo
nat agres 1o it

Explanabons aoul thesa and cthar sasons witty inlormation you provide us may be used or given out areé available n Social
Security Offices. | you wanl 1o leam more about this. contact any Soolal Secunty Oifice.

Tha Paparwark Reduction Ast ol 1995 reguired us [a ol ty you IR thes in harmabion colbech of 5 aScondancs with (ha claarancs
raquirsmenis of saction AS0T of the Paparwork Reduction Act of 1885 We may not conduct or sponsor, and you ane not reguined
o respond to, & cobecton of mlrmation uness it deplame & vahd OME oontisl i mbed

Time Il Takes To Complete This Form: We estimata that i will take you about 34 minues to complate this forme This includas
e 1kme i will fake 1o read fha instructions, gather the necessany Facis and il ouf 1he form, 1 you have SommEents of SuUgpESHons
on ThiS asirmabe, wiibs 1o tha Socnl Sacurity Admmistration, ATTR: Rapods Clearancs Oficar, 1-8-21 Oporations Bidg., Baltimora,
AD 212350001, Send only comments relating to our “time it takes” estimate (o the affice listed above. All requests for
Social Security cards and other claims-related information should be sent to your local Sociad Security office, whose
address is listed under Seclal Security Adminkstration in the U.S. Government section of your ielephone directory.

REPORTING RESPONSIBILITIES

The amount of a Supplemantal Security Income check is based on the information told to us. You must tell
Social Security every time there is a change—whila we process your application AND If you start receiving
Supplemantal Security Income.

Remember, a change may make the 551 monthly payment bigger or smaller. Report changes in income of
your Ineligible husband/wife or a child who lives with you, or your sponsor or sponsor's spouse if you are
an alien. You must also repori changes In things of value that these people own.

You must tell us about any changes within 10 days aftar the month it happens. I you do not report changes,
wa may have to tako as much as $25, 550, or $100 out of future checks.

You can make your reports by telephone at the belephons number $hown above oF you
HOW TO REPORT may report in person or by mail at the address shown above. See reverse side of this

page for “Changes to Report.”




CHANGES TO REPORT

||II'I-IEI=IE YOU LIVE — You must repart to Social Security if:
& You move, ® You leave the United States for 30 days or mane,
® ‘You (or your spouse) leave your household for acalen- ¢ Yoy are released from a hospital, nursing home, etc.

dar month of langer, For axample, you enter a hospital
or visit a relative. & You ana no longer a legal residant of the United States,

I-I'I:'.i'lll' YOU LIVE — You must report to Social Securlty if:

® Somecne moves into or oul of your household, ® Your marnital slalus changes:
= You gel married, separated, divorced, or your
® The amount of money you pay loward household marriage i annulled,
expenses changes. = You separale from your spouse or start living
together again after & separation.
® Births and deaths of any paople with whom you lve. = You bagin living with someons as husband and wife

m:oms — You must report to Social Security if:

® The amount of money (or checks or any other type of Tk OF Siop wWork.
payment) you receive Irom Someons of someplace
goes wp of down or you siar lo receive money (or Barmnings\go up or down.
chicks or any other type of payment),

HELP YOU GET FROM OTHERS — You

& The amount of help (money, ll:md gl
Ol howseEhold Bxpenses) yo Ve

n-uu-:s OF VALUE THAT ¥( to Social Security if:

® The value of your resources gues ovel 000 when @ You sall or give any things of value away.
you add them all togather (53,08 ang manmisd

and e with your spouse), & You buy or are given anything of value,

¥YOU ARE BLIND OR DISABLED — You must report to Social Security if:

® Your condition improves or your doclor says you can  ® You siop going 10 or refuse any wocational
reburn o work. rehabilitation senvicaes,

& You go o work. & You stop going o or refuse treatment for drug
addiction or akcohalism,

YOU ARE UNMARRIED AND UNDER AGE 22 — A report to Social Security must ba made if:

& If you are under age 18 and live with your parent(s), @ You siar or slop school,
ask your parent(s) to report if they have a change in
mcome, a change in their marriage, a change in the  * You get married,
value of anything they own, or either has a change in
residance,

YOUR IMMIGRATION AND MATURALIZATION SERVICE (INS) STATUS CHANGES—You must report any
change to Social Security.

¥OU ARE SELECTED AS A REFRESENTATIVE PAYEE — You must report to Soclal Security if:

® The parson for whom you receive 551 checks has any of the changes listed above. (You may be held liabke if you
do not report changes that could aflect the S5I reciplent’s paymenl amount, and he/she s overpaid.)

& You will no longar be able of o Dnger wish 10 act &% that person’'s represenialive payee,

FORM SS5A-2000-BK (550 Page 15 KEEP THEE PAGE FOR YOUR RECORDS






DISABILITY REPORT - ADULT - Form SSA-3368-BK

PLEASE READ ALL OF THIS INFORMATION BEFORE YOU BEGIN
COMPLETING THIS FORM

THIS IS NOT AN APPLICATION

IF YOU NEED HELP

If you need help with this form, do as much of it as you can, and your interviewer will help
you finish it. However, if you have access to the Internet, you may access the Disability
Report Form Guide at http://www.socialsecurity.gov/disability/3368/index.htm.

HOW TO COMPLETE THIS FORM

The information that you give us on this form will be used by the office that makes the
disability decision on your disability claim. You can help them by completing as much of the
form as you can.

e Please fill out as much of this form as you can before your interview appointment.

e Print or type.

e DO NOT LEAVE ANSWERS BLANK. If you do not know the answers, or the answer is
"none" or "does not apply," please write: "don't know," or "none," or "does not apply."

e IN SECTION 4, PUT INFORMATION ON ONLY ONE DOCTOR/HOSPITAL/CLINIC
IN EACH SPACE.

e Each address should include a ZIP code. Each telephone number should include an area code.

e DO NOT ASK A DOCTOR OR HOSPITAL TO COMPLETE THE FORM. However,
you can get help from other people, like a friend or family member.

e If your appointment is for an interview by telephone, have the form ready to discuss with us
when we call you.

e If your appointment is for an interview in our office, bring the completed form with you or
mail it ahead of time, if you were told to do so.

e When a question refers to "you," "your" or the "Disabled Person," it refers to the person who
is applying for disability benefits. If you are filling out the form for someone else, please
provide information about him or her.

¢ Be sure to explain an answer if the question asks for an explanation, or if you want to give
additional information.

¢ If you need more space to answer any questions or want to tell us more about an answer,
please use the "REMARKS" section on Pages 9 and 10, and show the number of the question
being answered.

ABOUT YOUR MEDICAL RECORDS

If you have any medical records and copies of prescriptions at home for the person who is applying
for disability benefits, send them to our office with your completed forms or bring them with you
to your interview. Also, bring any prescription bottles with you. If you need the records back,
tell us and we will photocopy them and return them to you.

YOU DO NOT NEED TO ASK DOCTORS OR HOSPITALS FOR ANY MEDICAL
RECORDS THAT YOU DO NOT ALREADY HAVE. With your permission, we will do that
for you. The information we ask for on this form tells us to whom we should send a request for
medical and other records. If you cannot remember the names and addresses of any of the doctors
or hospitals, or the dates of treatment, perhaps you can get this infoi

book, or from medical bills, prescriptions and prescription bottles.

MNFG-89€£-VSS wio4-1npy-1ioday Aljigesiq



WHAT WE MEAN BY "DISABILITY"

"Disability" under Social Security is based on your inability to work. For purposes of this
claim, we want you to understand that "disability" means that you are unable to work as defined
by the Social Security Act. You will be considered disabled if you are unable to do any kind of
work for which you are suited and if your disability is expected to last (or has lasted) for at least
a year or to result in death. So when we ask, "when did you become unable to work," we are
asking when you became disabled as defined by the Social Security Act.

The Privacy And Paperwork Reduction Acts

The Social Security Administration is authorized to collect the information on this form under
sections 205(a), 223(d) and 1631(e)(1) of the Social Security Act. The information on this form
is needed by Social Security to make a decision on the named claimant's claim. While giving us
the information on this form is voluntary, failure to provide all or part of the requested
information could prevent an accurate or timely decision on the named claimant's claim.
Although the information you furnish is almost never used for any purpose other than making a
determination about the claimant's disability, such information may be disclosed by the Social
Security Administration as follows: (1) to enable a third party or agency to assist Social Security
in establishing rights to Social Security benefits and/or coverage; (2) to comply with Federal
Laws requiring the release of information from Social Security records (e.g., to the General
Accounting Office and the Department of Veterans Affairs); and (3) to facilitate statistical
research and such activities necessary to assure the integrity and improvement of the Social
Security programs (e.g., to the Bureau of the Census and private concerns under contract to
Social Security).

We may also use the information you give us when we match records by computer. Matching
programs compare our records with those of other Federal, State, or local government agencies.
Many agencies may use matching programs to find or prove that a person qualifies for benefits
paid by the Federal government. The law allows us to do this even if you do not agree to it.

Explanations about these and other reasons why information you provide us may be used or
given out are available in Social Security offices. If you want to learn more about this, contact
any Social Security office.

PAPERWORK REDUCTION ACT: This information collection meets the requirements of 44
U.S.C. § 3507, as amended by Section 2 of the Paperwork Reduction Act of 1995. You do not
need to answer these questions unless we display a valid Office of Management and Budget
control number. We estimate that it will take about 60 minutes to read the instructions, gather
the facts, and answer the questions. SEND OR BRING THE COMPLETED FORM TO
YOUR LOCAL SOCIAL SECURITY OFFICE. The office is listed under U. S.
Government agencies in your telephone directory or you may call Social Security at
1-800-772-1213. You may send comments on our time estimate above to: SSA, 1338 Annex
Building, Baltimore, MD 21235-0001. Send only comments relating to our time estimate to
this address, not the completed form.

PLEASE REMOVE THIS SHEET BEFORE RETURNING THE COMPLETED FORM.



Form Approved
SOCIAL SECURITY ADMINISTRATION OMB No. 0960-0579

For SSA Use Only
Do not write in this box.

DISABILITY REPORT

Related SSN
ADULT

Number Holder

SECTION 1- INFORMATION ABOUT THE DISABLED PERSON

A. NAME (First, Middle Initial, Last) B. SOCIAL SECURITY NUMBER

C. DAYTIME TELEPHONE NUMBER (/f you have no number where you can be reached, give us a
daytime number where we can leave a message for you.)

én;a Number D Your Number D Message Number D None
ode

D. Give the name of a friend or relative that we can contact (other than your doctors) who
knows about your illnesses, injuries or conditions and can help you with your claim.

NAME RELATIONSHIP

ADDRESS

(Number, Street, Apt. No.(If any), P.O. Box, or Rural Route)

DAYTIME
City State ZIP PHONE Area Code Number
E. What is your F. What is your weight
height without , without shoes? -
feet inches pounds

shoes?

G. Do you have a medical assistance card? (For Example, Medicaid [ ]ygs [ ] NO
or Medi-Cal) If "YES," show the number here:

H. Can you speak and understand English? [ |yes [ ] NnO If "NO," what is your preferred
language?

NOTE: If you cannot speak and understand English, we will provide an interpreter, free of charge.

If you cannot speak and understand English, is there someone we may contact who speaks and
understands English and will give you messages? [ | YES [ | NO (If "YES, " and that person is the same as in
"D" above show "SAME" here. If not, complete the following information.)

NAME RELATIONSHIP
ADDRESS
(Number, Street, Apt. No.(If any), P.O. Box, or Rural Route)
DAYTIME
City State ZIP PHONE Area Code Number
|. Can you read and [ ] YES []NO J. Can you write more than [ ] YES [ | NO
understand English? your name in English?

FORM SSA-3368-BK (2-2004) EF (2-2004) Use 6-2003 edition Until Supply Exhausted PAGE 1
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SECTION 2

YOUR ILLNESSES, INJURIES OR CONDITIONS AND HOW THEY AFFECT YOU

A. What are the illnesses, injuries or conditions that limit your ability to work?

B. How do your illnesses, injuries or conditions limit your ability to work?

C. Do your illnesses, injuries or conditions cause you pain

or other symptoms?

D. When did your illnesses, injuries or
conditions first bother you?

E. When did you become unable to work because
of your illnesses, injuries or conditions?

F. Have you ever worked?

G. Did you work at any time after the date your

illnesses, injuries or conditions first bothered you?

H. If "YES," did your illnesses, injuries or conditions cause you to: (check all that apply)

[] work fewer hours? (Explain below)

D change your job duties? (Explain below)
D make any job-related changes such as your attendance, help needed, or employers?

(Explain below)

(1 ves [ no
Month Day Year
Month Day Year
[]vyes []NO (if"NO,"go
to Section 4.)
(1 ves [ nNo

I. Are you working now?

If "NO," when did you stop working?

J. Why did you stop working?

(] ves

[ ] Nno

Month

Day

Year

FORM SSA-3368-BK (2-2004) EF (2-2004) Use 6-2003 edition Until Supply Exhausted
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SECTION 3 - INFORMATION ABOUT YOUR WORK

A. List all the jobs that you had in the 15 years before you became unable to work because of your
illnesses, injuries or conditions.

TYPE OF DATES WORKED HOURS|pAYs| RATE OF PAY
JOB TITLE BUSINESS {month & year)
PER PER (Per hour, day,
(Example, Cook) (Example,
DAY |WEEK| week,month or year)
Restaurant)
From To

$
$
$
$
$
$
$

B. Which job did you do the longest?

C. Describe this job. What did you do all day? (If you need more space, write in the
"Remarks" section.)

D. In this job, did you:
Use machines, tools or equipment? [1ves [ no
Use technical knowledge or skills? [1ves [ nNo
Do any writing, complete reports, or perform duties like this? D YES D NO
E. In this job, how many total hours each day did you:

Walk? Stoop? (Bend down & forward at waist.) Handle, grab or grasp big objects?
Stand? Kneel? (Bend legs to rest on knees.) Reach? -
Sit? Crouch? (Bend legs & back down & forward.) Write, type or handle small objects?
Climb? Crawl? (Move on hands & knees.)

F. Lifting and Carrying (Explain what you lifted, how far you carried it, and how often you did this.)

G. Check heaviest weight lifted:
[ ] Lessthan 101bs [ ]101bs [ ] 201bs [ ] 501bs [ ] 100 Ibs. or more [ ] Other

H. Check weight frequently lifted: (By frequently, we mean from 1/3 to 2/3 of the workday.)
D Less than 10 Ibs l:' 10 Ibs D 25 Ibs l:' 50 Ibs. or more D Other

I. Did you supervise other people in this job? [_] YES (Complete items below.) |_] NO (if NO, go to J.)

How many people did you supervise?
What part of your time was spent supervising people?
Did you hire and fire employees? |:| YES D NO

J. Were you a lead worker? [ ]yes [ ] NO

FORM SSA-3368-BK (2-2004) EF (2-2004) Use 6-2003 edition Until Supply Exhausted PAGE 3



SECTION 4 - INFORMATION ABOUT YOUR MEDICAL RECORDS

A. Have you been seen by a doctor/hospital/clinic or anyone else for the illnesses,
injuries or conditions that limit your ability to work? L] YEs [ ] No

B. Have you been seen by a doctor/hospital/clinic or anyone else for emotional or
mental problems that limit your ability to work? [ ] YES 1 No

If you answered "NO" to both of these questions, go to Section 5.

C. List other names you have used on your medical records.

Tell us who may have medical records or other
information about your illnesses, injuries or conditions.

D. List each DOCTOR/HMO/THERAPIST/OTHER. Include your next appointment.

1. |NAME DATES
STREET ADDRESS FIRST VISIT
CITY STATE ZIP LAST SEEN
PHONE PATIENT ID # (If known) NEXT APPOINTMENT
Area Code Phone Number

REASONS FOR VISITS

WHAT TREATMENT WAS RECEIVED?

2.|NAME DATES
STREET ADDRESS FIRST VISIT
CITY STATE ZIP LAST SEEN
PHONE PATIENT ID # (If known) NEXT APPOINTMENT
Area Code Phone Number

REASONS FOR VISITS

WHAT TREATMENT WAS RECEIVED?

FORM SSA-3368-BK (2-2004) EF (2-2004) Use 6-2003 edition Until Supply Exhausted
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SECTION 4 - INFORMATION ABOUT YOUR MEDICAL RECORDS

DOCTOR/HMO/THERAPIST/OTHER

3.NAME DATES
STREET ADDRESS FIRST VISIT
CITY STATE ZIP LAST SEEN
PHONE PATIENT ID # (If known) NEXT APPOINTMENT

Area Code Phone Number

REASONS FOR VISITS

WHAT TREATMENT WAS RECEIVED?

If you need more space, use Remarks, Section 9.

E. List each HOSPITAL/CLINIC. Include your next appointment.

1. HOSPITAL/CLINIC

TYPE OF VISIT

DATES

NAME

STREET ADDRESS

[ INPATIENT
STAYS
(Stayed at least
overnight)

DATE IN

DATE OUT

CITY STATE| ZIP

L] OUTPATIENT

VISITS

(Sent home same

DATE FIRST VISIT

DATE LAST VISIT

PHONE

Area Code Phone Number

day)
L]
EMERGENCY
ROOM VISITS

DATE OF VISITS

Next appointment

Your hospital/clinic number

Reasons for visits

What treatment did you receive?

What doctors do you see at this hospital/clinic on a regular basis?

FORM SSA-3368-BK (2-2004) EF (2-2004) Use 6-2003 edition Until Supply Exhausted
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SECTION 4-INFORMATION ABOUT YOUR MEDICAL RECORDS

HOSPITAL/CLINIC

HOSPITAL/CLINIC

TYPE OF VISIT

DATES

NAME

STREET ADDRESS

[ \NPATIENT
STAYS
(Stayed at least
overnight)

DATE IN

DATE OUT

CITY

STATE| ZIP

L] OUTPATIENT

VISITS

(Sent home same

DATE FIRST VISIT

DATE LAST VISIT

day)
[l

PHONE

Area Code

Phone Number

EMERGENCY
ROOM VISITS

DATE OF VISITS

Next appointment

Your hospital/clinic number

Reasons for visits

What treatment did you receive?

What doctors do you see at this hospital/clinic on a regular basis?

If you need more space, use Remarks, Section 9.

F. Does anyone else have medical records or information about your ilinesses, injuries or
conditions (Workers' Compensation, insurance companies, prisons, attorneys,
welfare), or are you scheduled to see anyone else?

Area Code

Phone Number

[] ves (If "YES, " complete information below.) [ ] No
NAME DATES
STREET ADDRESS FIRST VISIT
CITY STATE |ZIP LAST SEEN
PHONE NEXT APPOINTMENT

CLAIM NUMBER (If any)

REASONS FOR VISITS

If you need more space, use Remarks, Section 9.

FORM SSA-3368-BK (2-2004) EF (2-2004) Use 6-2003 edition Until Supply Exhausted
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SECTION 5 - MEDICATIONS

Do you currently take any medications for your illnesses, injuries or conditions? [ ] YES

If "YES," please tell us the following: (Look at your medicine bottles, if necessary.) [] NO
IF PRESCRIBED, GIVE REASON FOR SIDE EFFECTS
NAME OF MEDICINE NAME OF DOCTOR MEDICINE YOU HAVE

If you need more space, use Remarks, Section 9.

SECTION 6 - TESTS

Have you had, or will you have, any medical tests for illnesses, injuries or conditions?

D YES D NO If "YES," please tell us the following: (Give approximate dates, if necessary.)
WHEN DONE, OR
WHEN WILL IT WHERE DONE? WHO SENT YOU FOR
KIND OF TEST BE DONE? (Name of Facility) THIS TEST?

(Month, day, year)

EKG (HEART TEST)

TREADMILL (EXERCISE TEST)

CARDIAC
CATHETERIZATION
BIOPSY--Name of body part

HEARING TEST

SPEECH/LANGUAGE TEST

VISION TEST

IQ TESTING

EEG (BRAIN WAVE TEST)

HIV TEST

BLOOD TEST (NOT HIV)

BREATHING TEST

X-RAY--Name of body
part

MRI/CT SCAN Name of body
part

If you have had other tests, list them in Remarks, Section 9.

FORM SSA-3368-BK (2-2004) EF (2-2004) Use 6-2003 edition Until Supply Exhausted PAGE 7



SECTION 7-EDUCATION/TRAINING INFORMATION

A. Check the highest grade of school completed.

Grade school: College:
10 11 12 GED

o 1 2 3 4 5 6 7 8 9 12
J oo oddodddd o Odod

Approximate date completed:

B. Did you attend special education classes? [] ves [ No ur "NO, " go to part C)

NAME OF SCHOOL

ADDRESS

(Number, Street, Apt. No.(if any), P.O. Box or Rural Route)

City State Zip
DATES ATTENDED TO

TYPE OF PROGRAM

C. Have you completed any type of special job training, trade or vocational school?

[Jves [LINO If "YES," what type?

Approximate date completed:

SECTION 8 - VOCATIONAL REHABILITATION, EMPLOYMENT,
or OTHER SUPPORT SERVICES INFORMATION

Are you participating in the Ticket Program or another program of vocational rehabilitation
services, employment services or other support services to help you go to work?

|:| YES (Complete the information below) D NO

NAME OF ORGANIZATION

NAME OF COUNSELOR

ADDRESS

(Number, Street, Apt. No.(if any), P.O. Box or Rural Route)

City State Zip
DAYTIME PHONE NUMBER
Area Code Number
DATES SEEN TO
TYPE OF SERVICES OR
TESTS PERFORMED (1Q, vision, physicals, hearing, workshops, etc.)

3 4 or more

FORM SSA-3368-BK (2-2004) EF (2-2004) Use 6-2003 edition Until Supply Exhausted
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SECTION 9 - REMARKS

Use this section for any added information you did not show in earlier parts of the form.
When you are done with this section (or if you don't have anything to add), be sure to
go to the next page and complete the blocks there.

FORM SSA-3368-BK (2-2004) EF (2-2004) Use 6-2003 edition Until Supply Exhausted PAGE 9



SECTION 9 - REMARKS

Name of person completing this form (Please Print) Date Form Completed (Month, day, year)
Address (Number and street) e-mail address (optional)
City State Zip Code

FORM SSA-3368-BK (2-2004) EF (2-2004) Use 6-2003 edition Until Supply Exhausted PAGE 10



WORK HISTORY REPORT-Form SSA-3369-BK

READ ALL OF THIS INFORMATION BEFORE
YOU BEGIN COMPLETING THIS FORM

IF YOU NEED HELP

If you need help with this form, complete as much of it as you can. Then call the phone number
provided on the letter sent with the form or the phone number of the person who asked you to
complete the form for help to finish it.

HOW TO COMPLETE THIS FORM

The information that you give us on this form will be used by the office that makes the disability
decision on your disability claim. You can help them by completing as much of the form as you
can.

* Print or type.

* A reference to "you," "your," or "the Disabled Person," or "claimant" means
the person who is applying for disability benefits. If you are filling out the form for
someone else, provide information about him or her.

« ANSWER ALL OF THE QUESTIONS FOR EACH JOB YOU DESCRIBE. If you
do not know the answer or the answer is "none" or "does not apply," please write "don't
know" or "none" or "does not apply."

* Be sure to explain an answer if the question asks for an explanation, or if you
think you need to explain an answer.

» If more space is needed to answer any questions, use the "REMARKS" section on
Page 8, and show the number of the question being answered.

WHY THIS INFORMATION IS IMPORTANT

The information we ask for on this form will help us understand how your illnesses, injuries, or
conditions might affect your ability to do work for which you are qualified. The information tells
us about the kinds of work you did, including the types of skills you needed and the physical and
mental requirements of each job. In Section 2, be sure to give us all of the different jobs you did
in the 15 years before you became unable to work because of your illnesses, injuries, or
conditions. There is a separate page to describe each different job.

REMEMBER TO GIVE US THE NAME AND ADDRESS OF THE PERSON
COMPLETING THIS FORM ON PAGE 8

MA-69€€-VSS W0y -- 310day A10ISTH I0A\



Privacy Act and Paperwork Reduction Act Statements

The Social Security Administration is authorized to collect the information on this form under sections
205(a), 223(d) and 1631(e)(1) of the Social Security Act. The information on this form is needed by
Social Security to make a decision on the named claimant's claim. While giving us the information on this
form is voluntary, failure to provide all or part of the requested information could prevent an accurate or
timely decision on the named claimant's claim. Although the information you furnish is almost never used
for any purpose other than making a determination about the claimant's disability, such information may
be disclosed by the Social Security Administration as follows: (1) to enable a third party or agency to
assist Social Security in establishing rights to Social Security benefits and/or coverage; (2) to comply with
Federal Laws requiring the release of information from Social Security records (e.g., to the Government
Accountability Office and the Department of Veterans Affairs); and (3) to facilitate statistical research and
such activities necessary to assure the integrity and improvement of the Social Security programs (e.g., to
the Bureau of the Census and private concerns under contract to Social Security).

We may also use the information you give us when we match records by computer. Matching programs
compare our records with those of other Federal, State, or local government agencies. Many agencies
may use matching programs to find or prove that a person qualifies for benefits paid by the Federal
government. The law allows us to do this even if you do not agree to it. Explanations about these and
other reasons why information you provide us may be used or given out are available in Social Security
offices.

Paperwork Reduction Act Statement - This information collection meets the requirements of 44 U.S.C.
§ 3507, as amended by Section 2 of the Paperwork Reduction Act of 1995. You do not need to answer
these questions unless we display a valid Office of Management and Budget control number. We estimate
that it will take about 1 hour to read the instructions, gather the facts, and answer the questions. SEND
THE COMPLETED FORM TO THE STATE AGENCY THAT REQUESTED IT. If you have
questions about how to complete the form, contact the State Agency that requested it. If you need
the address or phone number for your State Agency, you can get it by calling Social Security at
1-800-772-1213. You may send comments on our time estimate above to: SSA, 1338 Annex Building,
Baltimore, MD 21235-6401. Send only comments relating to our time estimate to this address, not the
completed form.

PLEASE REMOVE THIS SHEET BEFORE RETURNING
THE COMPLETED FORM.



Form Approved

SOCIAL SECURITY ADMINISTRATION OMB No. 0960-0578

WORK HISTORY REPORT

For SSA Use Only
Do not write in this box.

SECTION 1 - INFORMATION ABOUT THE DISABLED PERSON
A. Name (First, Middle Initial, Last) B. SOCIAL SECURITY NUMBER

C. DAYTIME TELEPHONE NUMBER (if you have no number where you can be reached, give us a

daytime number where we can leave a message for you.)

( ) - ] Your Number  [[] Message Number  [] None

Area Code Phone Number

SECTION 2 - INFORMATION ABOUT YOUR WORK

List all the jobs that you have had in the 15 years before you became unable to work because
of your illnesses, injuries, or conditions.

Job Title Type of Business Dates Worked
(Month & Year)

From To

9.

10.

Form SSA-3369-BK (1-2005)  ef (01-2005) Use 12-2003 Edition Until Supply Is Exhausted PAGE 1
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Give us more information about Job No. 1 listed on Page 1. Estimate hours and pay, if
you need to.

JOB TITLE NO. 1

Rate of Pay Per (Check One) Hours per day | Days per week
$ [0 Hour [dDay [Jweek [JMonth [ Year

Describe this jOb. What did you do all day? (If you need more space, write in the"Remarks" section.)

In this job, did you: Use machines, tools or equipment? [ YEs [ No
Use technical knowledge or skills? COOyes [NO
Do any writing, complete reports, or Oves [No

perform duties like this?

In this job, how many total hours each day did you:

Write, type or handle small objects?

Walk? Kneel? (Bend legs to rest on knees)

Stand? Crouch?(Bend legs & back down & forward)
Sit? Crawl? (Move on hands & knees)

Climb? Handle, grab or grasp big objects?
Stoop?(Bend down and forward at waist) Reach?

Lifting and Carrying (Explain what you lifted, how far you carried it, and how often you did this.)

Check the heaviest weight lifted:
[JLessthan10lbs [] 10lbs [] 20lbs [ 50lbs [] 1001Ibs.ormore [ Other

Check weight you frequently lifted: (By frequently, we mean from 1/3 to 2/3 of the workday.)
[JLessthan10lbs [] 10lbs [ 25Ilbs [ 50 Ibs. or more [J Other

Did you supervise other people in this job? ] YES (Complete the next 3 ] NO (Skip to the last
items.) question on this
How many people did you supervise? page.)
What part of your time was spent supervising people?

Did you hire and fire employees? [ YEs [ No

Were you a lead worker? [ YEs nNo
Form SSA-3369-BK (1-2005) _ef (01-2005) PAGE 2




Give us more information about Job No. 2 listed on Page 1. Estimate hours and pay, if
you need to.

JOB TITLE NO. 2

Rate of Pay Per (Check One) Hours per day |Days per week

$ O Hour [JDay [Jweek [JMonth [JYear

Describe this jOb. What did you do all day? (If you need more space, write in the"Remarks" section.)

In this job, did you: Use machines, tools or equipment? [ YEs [ No
Use technical knowledge or skills? [ YEs O nNo
Do any writing, complete reports, or [ YEs [ No

perform duties like this?

In this job, how many total hours each day did you:

Walk? Kneel? (Bend legs to rest on knees)

Stand? Crouch? (Bend legs & back down & forward)
Sit? Crawl? (Move on hands & knees)

Climb? Handle, grab or grasp big objects?

Stoop? (Bend down and forward at waist) Reach?

Write, type or handle small objects?

Lifting and Carrying (Explain what you lifted, how far you carried it, and how often you did this.)

Check the heaviest weight lifted:
[Jlessthan10lbs [ 10lbs [J 20lbs [ 50Ibs [ 100Ibs.ormore [] Other

Check weight you frequently lifted: (By frequently, we mean from 1/3 to 2/3 of the workday.)

[OJLessthan10lbs [] 10lbs [J 25Ibs [ 50 Ibs. or more [ other

Did you supervise other people in this job? [ YES (Complete the next 3 ] NO (skip to the last
. . items.) question on this
How many people did you supervise? page.)

What part of your time was spent supervising people?

Did you hire and fire employees? [ YEs O nNo

Were you a lead worker? [ YEs CnNo

Form SSA-3369-BK (1-2005)  ef (01-2005) PAGE 3




Give us more information about Job No. 3 listed on Page 1. Estimate hours and pay, if
you need to.

JOB TITLE NO. 3

Rate of Pay Per (Check One) Hours per day |Days per week

$ O Hour [ Day [Jweek [ Month [JYear

Describe this job. What did you do all day? (if you need more space, write in the"Remarks" section.)

In this job, did you: Use machines, tools or equipment? [ YEs [ No
Use technical knowledge or skills? [ ves o
Do any writing, complete reports, or [ Yes CNo

perform duties like this?

In this job, how many total hours each day did you:

Walk? Kneel? (Bend legs to rest on knees)

Stand? Crouch? (Bend legs & back down & forward)
Sit? Crawl? (Move on hands & knees)

Climb? Handle, grab or grasp big objects?

Stoop? (Bend down and forward at waist) Reach?

Write, type or handle small objects?

Lifting and Carrying (Explain what you lifted, how far you carried it, and how often you did this.)

Check the heaviest weight lifted:
[JLessthan10lbs [ 10lbs [J 20lbs [ 50lbs [ 1001Ibs.ormore [] Other

Check weight you frequently lifted: (By frequently, we mean from 1/3 to 2/3 of the workday.)

[JLessthan10lbs [ 10lbs [] 25Ibs [ 50 Ibs. or more [ other

Did you supervise other people in this job? [[] YES (Complete the next 3 ] NO (Skip to the last
items.) question on this

How many people did you supervise? page.)
What part of your time was spent supervising people?

Did you hire and fire employees? [ Yes O nNo

Were you a lead worker? [ YEs [ No

Form SSA-3369-BK (1-2005) _ ef (01-2005) PAGE 4




Give us more information about Job No. 4 listed on Page 1. Estimate hours and pay, if
you need to.

JOB TITLE NO. 4

Rate of Pay Per (Check One) Hours per day | Days per week

$ _ [OHour [ODay [Jweek [Month []Year

Describe this job. What did you do all day? (If you need more space, write in the"Remarks" section.)

In this job, did you: Use machines, tools or equipment? [ Yes O nNo
Use technical knowledge or skills? [ YES [ NO
Do any writing, complete reports, or [ YEs [ No

perform duties like this?

In this job, how many total hours each day did you:

Walk? Kneel? (Bend legs to rest on knees)

Stand? Crouch? (Bend legs & back down & forward)
Sit? Crawl? (Move on hands & knees)

Climb? Handle, grab or grasp big objects?

Stoop? (Bend down and forward at waist) Reach?

Write, type or handle small objects?

Lifting and Carrying (Explain what you lifted, how far you carried it, and how often you did this.)

Check the heaviest weight lifted:
[JLessthan10lbs [ 10lbs [ 20lbs [] 50lbs [] 100 Ibs. ormore  [] Other

Check weight you frequently lifted: (By frequently, we mean from 1/3 to 2/3 of the workday.)

[JLessthan10lbs [ 10lbs [ 25Ilbs [ 50 Ibs. or more [ other

Did you supervise other people in this job? ] YES (Complete the next 3 ] NO (Skip to the last
. . items.) question on this
How many people did you supervise? page.)

What part of your time was spent supervising people?

Did you hire and fire employees? [ YEs O nNo

Were you a lead worker? [ YEs [ nNo

Form SSA-3369-BK (1-2005) _ ef (01-2005) PAGE 5




Give us more information about Job No. 5 listed on Page 1. Estimate hours and pay, if

you need to.

JOB TITLE NO. 5

Rate of Pay Per (Check One) Hours per day
$  [OHour [dDay [Jweek [ Month [] Year

Days per week

Describe this job. What did you do all day? (i you need more space, write in the"Remarks" section.)

In this job, did you: Use machines, tools or equipment? [ YEs [ No
Use technical knowledge or skills? [ YEs nNo
Do any writing, complete reports, or Oves [INO

perform duties like this?

In this job, how many total hours each day did you:

Walk? Kneel? (Bend legs to rest on knees)

Stand? Crouch? (Bend legs & back down & forward)
Sit? Crawl? (Move on hands & knees)

Climb? Handle, grab or grasp big objects?

Stoop? (Bend down and forward at waist) Reach?

Write, type or handle small objects?

Lifting and Carrying (Explain what you lifted, how far you carried it, and how often you did this.)

Check the heaviest weight lifted:
[JLessthan10lbs [ 10lbs [ 20lbs [ 501bs [] 100 Ibs. ormore [] Other

Check weight you frequently lifted: (By frequently, we mean from 1/3 to 2/3 of the workday.)

[OJLessthan10lbs [ 10lbs [ 25Ibs [ 50 Ibs. or more [ other

Did you supervise other people in this job? [ YES (Complete the next 3 [ NO (Skip to the last
) . items.) question on this
How many people did you supervise? page.)

What part of your time was spent supervising people?

Did you hire and fire employees? [ YEs [ No

Were you a lead worker? [ YES [ nNo

Form SSA-3369-BK (1-2005)  ef (01-2005)
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Give us more information about Job No. 6 listed on Page 1. Estimate hours and pay, if
you need to.

JOB TITLE NO. 6

Rate of Pay Per (Check One) Hours per day | Days per week
$  [OHour [JDay [Jweek [JMonth []Year

Describe this job. What did you do all day? (if you need more space, write in the"Remarks" section.)

In this job, did you: Use machines, tools or equipment? [ YEs [ No
Use technical knowledge or skills? Oyes [No
Do any writing, complete reports, or Oves [OnNo

perform duties like this?

In this job, how many total hours each day did you:

Walk? Kneel? (Bend legs to rest on knees)

Stand? Crouch? (Bend legs & back down & forward)
Sit? Crawl? (Move on hands & knees)

Climb? Handle, grab or grasp big objects?

Stoop? (Bend down and forward at waist) Reach?

Write, type or handle small objects?

Lifting and Carrying (Explain what you lifted, how far you carried it, and how often you did this.)

Check the heaviest weight lifted:
[JLessthan10lbs [ 10lbs [ 20lbs [ 501bs [ 100Ibs.ormore [ Other

Check weight you frequently lifted: (By frequently, we mean from 1/3 to 2/3 of the workday.)

[JLessthan10lbs [ 10lbs [] 25Ibs [ 50 Ibs. or more [ other

Did you supervise other people in this job? [ YES (Complete the next 3 [] NO (Skip to the last
items.) question on this
How many people did you supervise? page.)

What part of your time was spent supervising people?

Did you hire and fire employees? [ YEs O nNo

Were you a lead worker? [ YEs [ nNo

Form SSA-3369-BK (1-2005)  ef (01-2005) PAGE 7




SECTION 3 - REMARKS

Use this section to add any information you did not have space for in other parts of the form. Show the page number of the

part you are continuing.

BE SURE TO COMPLETE THE BOTTOM OF THIS PAGE.

Name of person completing this form (Please print)

Date (Month, day, year)

Address (Number and Street)

Email address (optional)

City

State

Zip Code

Form SSA-3369-BK (1-2005)  ef (01-2005)

PAGE 8



Social Security Administration

Please read the back of the last copy before you complete this form.

Name (Claimant) (Print or Type)

Form Approved
OMB No. 0960-0527

Social Security Number

Wage Earner (If Different)

Social Security Number

Part | APPOINTMENT OF REPRESENTATIVE

| appoint this person, '
(Name and Address)

to act as my representative in connection with my claim(s) or asserted right(s) under:

L1 Titen L1 Tite xvi [ Title xvinl L1 Title vi
(RSDI) (SSI) (Medicare Coverage) (SVB)
This person may, entirely in my place, make any request or give any notice; give or draw out evidence or
information; get information; and receive any notice in connection with my pending claim(s) or asserted right(s).
0 | appoint, or | now have, more than one representative. My main representative
is

(Name of Principal Representative)

Signature (Claimant) Address

Telephone Number (with Area Code) Fax Number (with Area Code) Date

Part Il ACCEPTANCE OF APPOINTMENT

I, , hereby accept the above appointment. | certify that |

have not been suspended or prohibited from practice before the Social Security Administration; that | am not
disqualified from representing the claimant as a current or former officer or employee of the United States; and that
I will not charge or collect any fee for the representation, even if a third party will pay the fee, unless it has been
approved in accordance with the laws and rules referred to on the reverse side of the representative's copy of this
form. If | decide not to charge or collect a fee for the representation, | will notify the Social Security Administration.
(Completion of Part lll satisfies this requirement.)

Check one: n

[

| have been disbarred or suspended from a court or bar to which | was previously admitted to practice as an
attorney. D YES D NO
| have been disqualified from participating in or appearing before a Federal program or agency. L] YES L] NO

| am an attorney. L] | am a non-attorney who is eligible to receive direct fee payment.

| am not an attorney and | am ineligible to receive direct fee payment.

| declare under penalty of perjury that | have examined all the information on this form, and on any accompanying
statements or forms, and it is true and correct to the best of my knowledge.

Signature (Representative)

Address

Telephone Number (with Area Code)

Fax Number (with Area Code)

Date

Part Ill (Optional)

WAIVER OF FEE

I waive my right to charge and collect a fee under sections 206 and 1631(d)(2) of the Social Security Act. |
release my client (the claimant) from any obligations, contractual or otherwise, which may be owed to me for
services | have provided in connection with my client's claim(s) or asserted right(s).

Signature (Representative) Date

Part IV (Optional) WAIVER OF DIRECT PAYMENT

by Attorney or Non-Attorney Eligible to Receive Direct Payment
| waive only my right to direct payment of a fee from the withheld past-due retirement, survivors, disability
insurance or supplemental security income benefits of my client (the claimant). | do not waive my right to request
fee approval and to collect a fee directly from my client or a third party.
Signature (Attorney or Eligible Non-Attorney (for Direct Payment) Representative) Date

Form SSA-1696-U4 (1-2005) EF (1-2005)
Destroy Prior Editions

(See Important Information on Reverse) FILE COPY



INFORMATION FOR CLAIMANTS

What a Representative May Do

We will work directly with your appointed representative unless
he or she asks us to work directly with you. Your representative
may:

0 get information from your claim(s) file;

0 give us evidence or information to support your claim;

0 come with you, or for you, to any interview,
conference, or hearing you have with us;

o request a reconsideration, hearing, or Appeals Council
review; and

o help you and your witnesses prepare for a hearing and

question any witnesses.

Also, your representative will receive a copy of the

decision(s) we make on your claim(s). We will rely on your
representative to tell you about the status of your claim(s), but you
still may call or visit us for information.

You and your representative(s) are responsible for giving Social
Security accurate information. It is wrong to willingly furnish
false information. Doing so may result in criminal prosecution.

We usually continue to work with your representative until

(1) you tell us that he or she no longer represents you; or

(2) your representative tells us that he or she is withdrawing or
indicates that his or her services have ended (for example, by
filing a fee petition or not pursuing an appeal). We do not
continue to work with someone who is suspended or disqualified
from representing claimants.

What Your Representative(s) May Charge

Each representative you appoint can ask for a fee. To charge you
a fee for services, your representative must get our approval.
(Even when someone else will pay the fee for you, for example,
an insurance company, your representative usually must get our
approval.) One way is to file a fee petition. The other way is to
file a fee agreement with us. In either case, your representative
cannot charge you more than the fee amount we approve. If he or
she does, promptly report this to your Social Security office.

o Filing a Fee Petition

Your representative may ask for approval of a fee by giving us a
fee petition when his or her work on your claim(s) is complete.
This written request describes in detail the amount of time he or
she spent on each service provided you. The request also gives

- the amount of the fee the representative wants to charge for these
services. Your representative must give you a copy of the fee
petition and each attachment. If you disagree with the information
shown in the fee petition, contact your Social Security office.
Please do this within 20 days of receiving your copy of the
petition.

We will review the petition and consider the reasonable value of

the services provided. Then we will tell you in writing the
amount of the fee we approve.

Form SSA-1696-U4 (1-2005) EF (1-2005)

What Your Representative(s) May Charge,
continued

o Filing A Fee Agreement

If you and your representative have a written fee agreement,
one of you must give it to us before we decide your claim(s).
We usually will approve the agreement if you both signed it;
the fee you agreed on is no more than 25 percent of past-due
benefits, or $5,300 (or a higher amount we set and
announced in the Federal Register), whichever is less; we
approve your claim(s); and your claim results in past-due
benefits. We will tell you in writing the amount of the fee
your representative can charge based on the agreement.

If we do not approve the fee agreement, we will tell you and your
representative in writing. Then your representative must file a fee petition
to charge and collect a fee.

After we tell you the amount of the fee your representative can charge, you
or your representative can ask us to look at it again if either or both of you
disagree with the amount. (If we approved a fee agreement, the person who
decided your claim(s) also may ask us to lower the amount.) Someone who
did not decide the amount of the fee the first time will review and finally
decide the amount of the fee.

How Much You Pay
You never owe more than the fee we approve, except for:

o any fee a Federal court allows for your representative's
services before it; and

o out-of-pocket expenses your representative incurs or
expects to incur, for example, the cost of getting your
doctor's or hospital's records. Our approval is not
needed for such expenses.

Your representative may accept money in advance as long as
he or she holds it in a trust or escrow account. If an attorney
or a non-attorney who is eligible to receive direct fee payment
represents you, and if your retirement, survivors, disability
insurance, and/or supplemental security income claim(s)
results in past-due benefits, we usually withhold 25 percent of
your past-due benefits to pay toward the fee for you.

You must pay your representative directly:
o the rest of the fee you owe

- if the amount of the fee is more than any amount(s)
your representative held for you in a trust or
escrow account and we withheld and paid your
representative for you.

o all of the fee you owe

- if we did not withhold past-due benefits, for example, because
your representative waived direct payment, or you discharged the
representative, or the representative withdrew from representing
you before we issued a favorable decision; or if we withheld, but
later paid you the money because your representative did not either
ask for our approval until after 60 days of the date of your notice
of award or tell us on time that he or she planned to ask for a fee.



Form Approved
SOCIAL SECURITY ADMINISTRATION TOE 710 OMB No. 0960-0622

REQUEST FOR RECONSIDERATION (Do not write in this space)

NAME OF CLAIMANT NAME OF WAGE EARNER OR SELF-EMPLOYED
PERSON (/f different from claimant.)

SOCIAL SECURITY CLAIM NUMBER SUPPLEMENTAL SECURITY INCOME (SSI) OR SPECIAL
VETERANS BENEFITS (SVB) CLAIM NUMBER

SPOUSE'S NAME (Complete ONLY in SS/ cases) SPOUSE'S SOCIAL SECURITY NUMBER
(Complete ONLY in SS/ cases)

CLAIM FOR (Specify type, e.g., retirement, disability, hospital insurance, SSI, SVB, etc.)

| do not agree with the determination made on the above claim and request reconsideration. My reasons are:

SUPPLEMENTAL SECURITY INCOME OR SPECIAL VETERANS BENEFITS RECONSIDERATION ONLY
(See the three ways to appeal in the How To Appeal Your Supplemental Security Income (SSI) Or Special Veterans Benefit (SVB) Decision) instructions.)
"l want to appeal your decision about my claim for Supplemental Security Income (SSl) or Special Veterans Benefits
(SVB). I've read about the three ways to appeal. I've checked the box below."

[] Case Review [ ] Informal Conference [ | Formal Conference

EITHER THE CLAIMANT OR REPRESENTATIVE SHOULD SIGN - ENTER ADDRESSES FOR BOTH

| declare under penalty of perjury that | have examined all the information on this form, and on any accompanying statements or
forms, and it is true and correct to the best of my knowledge.

CLAIMANT SIGNATURE SIGNATURE OR NAME OF CLAIMANT'S REPRESENTATIVE
NON-ATTORNEY |:| ATTORNEY

MAILING ADDRESS MAILING ADDRESS
CITY STATE ZIP CODE CITY STATE ZIP CODE
TELEPHONE NUMBER (include area code) DATE TELEPHONE NUMBER (/nclude area code) DATE

TO BE COMPLETED BY SOCIAL SECURITY ADMINISTRATION

See list of initial determinations

1. HAS INITIAL DETERMINATION 2. CLAIMANT INSISTS
BEEN MADE? [Jves [lno ON FILING [Jves [Llno
3. IS THIS REQUEST FILED TIMELY? [1ves [1no

(If "NO", attach claimant's explanation for delay and attach only pertinent letter, material, or
information in social security office.)

RETIREMENT AND SURVIVORS RECONSIDERATIONS ONLY (CHECK ONE) REFER TO (GN 03102.125) igg':E"SZECUR'TY OFFICE
[ ] NO FURTHER DEVELOPMENT REQUIRED (GN 03102.300)
[ ] REQUIRED DEVELOPMENT ATTACHED
[] REQUIRED DEVELOPMENT PENDING, WILL FORWARD OR ADVISE STATUS
WITHIN 30 DAYS
ROUTING . [_] DISABILITY DETERMINATION [ ] PROGRAM SERVICE CENTER [ ] DISTRICT OFFICE
INSTRUCTIONS | SERVICES (ROUTE WITH RECONSIDERATION
‘ DISABILITY FOLDER) [] oo, BaLTIMORE
(CHECK ONE) | CENTRAL PROCESSING
20 [ opo, BALTIMORE [ ] oEo, BALTIMORE SITE (SVE)

NOTE: Take or mail the signed original to your local Social Security office, the Veterans Affairs Regional Office in Manila or any
U.S. Foreign Service post and keep a copy for your records.
Form SSA-561-U2 (7-2003) EF (3-2005) Destroy Prior Editions Claimant




HOW TO APPEAL YOUR SUPPLEMENTAL SECURITY INCOME (SSI)
OR SPECIAL VETERANS BENEFIT (SVB) DECISION

There are three different ways to appeal. You can pick the appeal that fits your case. You can have a lawyer,
friend, or someone else help you with your appeal.

Here are the three ways to appeal:

1.

CASE REVIEW:

You can give us more facts to add to your file. Then we'll decide your case again. You don't meet with the
person who decides your case.

You can pick this kind of appeal in all cases.

. INFORMAL CONFERENCE:

You'll meet with the person who will decide your case. You can tell that person why you
think you're right. You can give us more facts to help prove you're right. You can bring other people to
help explain your case.

You can pick this kind of appeal in all SSI cases except two. You can't have it if we turned down your SSI
application for medical reasons or because you're not blind. Also you can't have it if we're giving you SSI
but you disagree with the date we said you became blind or disabled. In SVB cases, you can pick this kind

of appeal only if we're stopping or lowering your SVB payment.

3. FORMAL CONFERENCE:

This is a meeting like an informal conference. Plus, we can make people come to help prove you're right.
We can do this even if they don't want to help you. You can question these people at your meeting.

You can pick this kind of appeal only if we're stopping or lowering your SSI or SVB payment. You can't
get it in any other case.

Now you know the three kinds of appeals. You can pick the one that fits your case. Then fill out the front of
this form. We'll help you fill it out.

There are groups that can help you with your appeal. Some can give you a free lawyer. We can give you the
names of these groups.

NOTE: DON'T FILL OUT THIS FORM IF WE SAID WE'LL STOP YOUR DISABILITY
CHECK FOR MEDICAL REASONS OR BECAUSE YOU'RE NO LONGER BLIND.
WE'LL GIVE YOU THE RIGHT FORM (SSA-789-U4) FOR YOUR APPEAL.

The information on this form is authorized by regulation (20 CFR 404.907 - 404.921 and 416.1407 -
416.1421) and Public Law 106-169 (section 809(a)(1) of section 251(a)). While your response to these
questions is voluntary, the Social Security Administration cannot reconsider the decision on this claim unless
the information is furnished.

Paperwork Reduction Act Statement - This information collection meets the requirements of 44 U.S.C. §
3507, as amended by Section 2 of the Paperwork Reduction Act of 1995. You do not need to answer these
questions unless we display a valid Office of Management and Budget control number. We estimate that it
will take about 8 minutes to read the instructions, gather the facts, and answer the questions. SEND THE
COMPLETED FORM TO YOUR LOCAL SOCIAL SECURITY OFFICE. To find the nearest office,
call 1-800-772-1213. Send only comments on our time estimate above to: SSA, 1338 Annex Building,
Baltimore, MD 21235-6401.

Form SSA-561-U2 (7-2003) EF (3-2005)
Destroy Prior Editions
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WHEN TO USE

THIS FORM

Social Security Forms
Form SSA-561-U2

REQUEST FOR RECONSIDERATION

FIRST APPEAL: This request is made by completing the SSA-561-U2, Request
for Reconsideration. If you are uncertain whether this is the appropriate request
to file, the letter you received explains our determination and contains a para-
graph specifically mentioning your right to file a request for reconsideration.

OVERPAYMENT: If you have been overpaid, and do not agree with the fact or
the amount of the overpayment, you should complete the SSA-561-U2, Request
for Reconsideration.

If you feel you are overpaid but you should not have to pay back the overpay-
ment you should complete a form SSA-632-BK, Request for Waiver of Recovery
of an Overpayment.

If you both disagree with the fact you are overpaid (or the amount) and feel, if it
is determined you are overpaid, you should not have to refund the overpayment,
you can file both requests, SSA-561-U2 and SSA-632-BK.

EVIDENCE: You should present any evidence you have that shows the original
determination was incorrect. In the case of a denied claim for a disability benefit
you must complete and sign additional forms. These forms are the SSA-3441-
F6 , Reconsideration Disability Report, and SSA-827 , Authorization to Disclose
Information to SSA.

If you have further questions about filing for reconsideration call 1-800-772-
1218, or contact your local SSA office. If you contact us be sure to have avail-
able any letters to which you may be referring.

HOW TO COMPLETE THE SSA-561-U2,
REQUEST FOR RECONSIDERATION

1. NAME OF CLAIMANT: Name of the individual on whose behalf this reconsid-
eration is being filed.

2. NAME OF WAGE EARNER OR SELF EMPLOYED INDIVIDUAL: If you receive
social security benefits from another person having worked, enter that person’s
name.

3. SOCIAL SECURITY CLAIM NUMBER: This is the Social Security number of
the wage earner as shown in number 2 above with a suffix after it (ie, HA, B2,



C1, D, etc.) It is placed on all correspondence you receive from SSA.

4. SUPPLEMENTAL SECURITY INCOME (SSI) CLAIM NUMBER: For SSI claim-
ants. This will normally be the claimant’s Social Security number.

5. SPOUSES NAME: Complete this only if you are filing a reconsideration on an
SSI claim.

6. SPOUSES SOCIAL SECURITY NUMBER: Complete this only if you are filing
an SSI claim.

7. CLAIM FOR: State the type of claim/decision on which you wish reconsidera-
tion (retirement, SSI disability, Social Security disability, SSI overpayment, etc).

8. “I DO NOT AGREE... MY REASONS ARE:”: Briefly state the determination with
which you disagree and why you disagree with that determination- you can add
to this statement by using the back of the form or a continuation sheet.

9. In SSI cases you can request different ways to handle the appeal. Read the
attachments to the SSA-561-U2 regarding these methods and mark your prefer-
ence.

10A. The legal representative signs on the left side and/or the claimant signs on
the right side. Addresses should be annotated accordingly. If you wish to have
a legal representative (attorney, etc) you need to contact SSA to request a form
SSA-1696. You do not have to delay filing your request for this form, however
we cannot discuss your case with your legal representative until this form has
been filed.

10B. Make sure to provide your current day-time phone number.

YOU DO NOT NEED TO COMPLETE ANYTHING ELSE ON THIS FORM. OUR
REPRESENTATIVE WILL COMPLETE THE REST OF THE FORM WHEN WE
RECEIVE IT. YOU WILL BE SENT A PHOTOCOPY FOR YOUR RECORDS.

Social Security Appeals Process
Forms:
¢ Reconsideration Disability Report, SSA-3441-F6
e Authorization to Disclose Information to the Social Security Administration,

SSA-827
* Request for Waiver of Recovery of an Overpayment, SSA-632-BK



HOW TO OBTAIN THE SSA-561-U2

Below you will find the FORM SSA-561-U2 REQUEST FOR RECONSID-
ERATION in Portable Document Format (PDF). The PDF permits you to
print out a duplicate of the original form using ANY graphics printer. The
PDF was developed by Adobe Systems, Inc. and allows the reader to
print a publication close in appearance to the original printed version,
preserving typography, columns, charts, tables and graphics.

To read and print a PDF publication, you must have the Adobe Acrobat

Reader software installed on your PC. Adobe Systems, Inc. permits the

Social Security Administration and other organizations to offer this soft-
ware to the public free of charge. You can download the Adobe Acrobat
Reader version suitable for your system by clicking on this button .

After you download the Adobe Acrobat Reader, come back to this page
and download the PDF version of the SSA-561-U2 below. Remember
to enable the “Load to Disk” capability of your WWW browser prior to
downloading the SSA-561-U2 in either PDF format. PDF files are printer
independent and should print easily on any graphics printer (i.e., laser,
inkjet, dot-matrix).

HOW TO FORWARD THE SSA-561-U2 TO SSA

Print the PDF SSA-561-U2 form on 8 1/2 x 11 inch paper, complete and
sign form, fold in thirds, insert it in a standard size number 10 business
envelope (4 1/8 x 9 1/2) and mail to your closest Social Security office. If
you are not sure where your local office is located, try our Social Security
Office Locator service or call 1-800-772-1213.

SSA-561-U2in
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AUTHORIZATION TO DISCLOSE INFORMATION TO
THE SOCIAL SECURITY ADMINISTRATION (SSA)
** PLEASE READ THE ENTIRE FORM, BOTH PAGES, BEFORE SIGNING BELOW **
| woluntarily authorize and request disclosure (including paper, oral, and electronic interchange):
OF WHAT  All my medical records; also education records and other information related to my ability to

perform tasks. This includes specific permission fo release:
1. Al records and obther informaticn neganding my (reaiment, hospilaliestion, and oulpationt care for my mpairmsnt ()
imeiticlirmg, snd not Himibed o
- Peychological, paychisres or cihar mantal mmpainment(s) (pccludes " peychotherapy nofes™ &5 dofined in 45 CFR 164.501)
- Dﬂ.l'ﬂ abuse, alcahodism, or olhar subsiance abusn
= Sickle coll ansmia
= Records which may indicate the presence of a communicable or venereal dissase which may Include, but are not limited o,
discases such as hepatitls, syphilis, goncerhea and the human immunodeficiency virus, also known as Acquired Immune
Deficiency Syndrome (A0S and tests for HIV.
= Gene-related impaimments {including genetic test resuits)
L Information about how my impairmentis) affects my ability o complebe tasks and activities of daily liwing. and affects my ability to work.
1. Copies of educational tests or evaluations, including Individualized Educational Programs, triennial assessments, psychalogical and
apasth avalualions, and any cther nsccnds that can halp evaluate function; alsd leachers’ obsarvations and evaluaticns.
4. Information croated within 12 manihs sfter the date this autharization s signed, a8 wall a8 pasi infoenrmalion,

FR“HWWH THIS BOX TO BE COMPLETED BY SSA/DDS (a8 needed) Adafional mformation to igentify
Al medical sources (hospitals, clinics. isbs,  |1he subject (2.9, other namas used), the speclic source, or the matenal to ke disclosed:

physaciang peychologels, sie | inchudeg
maental headh, comeciicnal, addiction
treadment, and WA health cans facilfes

Al pducalional sourses (Schopls, leachers,
FRCOAOS administralons, counsalons. olc )

+  Socal workersnehabiltation counselons

»  Conduling axamingrt used by 538
Employars

+  Others whao may know about my condition
ifarnilly, raighbarn. friends, publc officals)

TO WHOM The Soclal Security Administration and to the State agency authorized to process my case (usualy called “dsabdity
SASEEERE determnation senices”), incleding contract copy services, and doclors or other professionals corsulted during the
process. [Alsa, for intemational claimrs, to the U5, Departrment of State Foreign Service Post ]

PURPOSE Ditemniring iy wligibility for banafits, inguding lncking at the combingd effec of any Impaimenis
that by themsabaps would not meet S50 definidion of disabiddy; and whathar | can manage such banalils

[ Desermining whether | @m capable of managing benefits OMLY {check anly if this applies)

EXPIRES WHEN  This autharization is good for 12 montha from the date signad {balow rmy signature)

= | guthodioe the e of & copy (Bcheding elcironic oy} of iR form Tor the discicsune of the informalion descibed above.

¢ |andarstand that thans are soma clrcumstances in which this information may be edisclossd 1o other pates (584 page 2 for detads)
= | may wiite bo 554 and my sowtes to revake thes autharization at any time (See page 2 for detais)
L]

SSA, will give s B copy of thes farrn # | aak; |may ok the Souncs (o alow ma (o eepec! oF ol 8 cogry of mabanial b be daclosed,
| hawve read both pages of this form and agres to the disclosunes abave from the types of sources listed.

PLEASE SIGHN USING BLUE OR BLACHK INK ﬂﬂLfiF niat signed by subject of disclosure, specify basls for authority to sign
INDIVIDUAL authorizing disclosure 1 Parentof minor ] Guardian [] Other porsonal representathve {pxplaing

SIGN I

§ Parenlgus i an 'perssndl Sepresniia iree Sagn .
Bebre  bovd aigrusies ebcpel o By Sine onw

Date Signed Street Address
Phione Mamber iwih ana code) City Sabs ZIP
(__J - -
WITNESS | know the person sigring this farm or am salisfied of this person's idenlify:

IF nesdad, socond wiltness sgn here (2.9, i signed with X" abave)
SIGN - SIGN B
Prone Number (or Address) Phone Murriber (of Address)

Thes Qv 3l Specdd SUMonTaion o S5cinse wis dovinped 1o compdy with [ Drivasons regaming discioseny of megeal sducalmnal and
it informafon under L T0M-191 (HIPAATD: 45 CFR parts 160 and 164 42 U5 Cooe secton 20000-2; 47 CFR parf 2 38 U5 Gode seciion
FII2 38 CFR 1,475 20 U S Coow sechon 1332g ("FERPAT. 34 CFR parts 5§ and 300 and Stade law

Form SSA-H27 (1-2005) of (01-2005] Use 2-2003 and Laber Editcens Uil Supply s Exhausted Page 1 of 2




Explanation of Form SSA-827,
""Authorization to Disclose Information to the Social Security Administration (SSA)"
We need your written authorization to help get the information required to process your claim, and to determine your capability of
managing benefits. Laws and regulations require that sources of personal information have a signed authorization before
releasing it to us. Also, laws require specific authorization for the release of information about certain conditions and from
educational sources.

You can provide this authorization by signing a form SSA-827. Federal law permits sources with information about you to
release that information if you sign a single authorization to release all your information from all your possible sources. We will
make copies of it for each source. A covered entity (that is, a source of medical information about you) may not condition
treatment, payment, enrollment, or eligibility for benefits on whether you sign this authorization form. A few States, and some
individual sources of information, require that the authorization specifically name the source that you authorize to release
personal information. In those cases, we may ask you to sign one authorization for each source and we may contact you again if
we need you to sign more authorizations.

You have the right to revoke this authorization at any time, except to the extent a source of information has already relied on it to
take an action. To revoke, send a written statement to any Social Security Office. If you do, also send a copy directly to any of
your sources that you no longer wish to disclose information about you; SSA can tell you if we identified any sources you didn't
tell us about. SSA may use information disclosed prior to revocation to decide your claim.

It is SSA's policy to provide service to people with limited English proficiency in their native language or preferred mode of
communication consistent with Executive Order 13166 (August 11, 2000) and the Individuals with Disabilities Education Act.
SSA makes every reasonable effort to ensure that the information in the SSA-827 is provided to you in your native or preferred
language.

IMPORTANT INFORMATION, INCLUDING NOTICE REQUIRED BY THE PRIVACY ACT

All personal information collected by SSA is protected by the Privacy Act of 1974. Once medical information is disclosed to
SSA, it is no longer protected by the health information privacy provisions of 45 CFR part 164 (mandated by the Health Insurance
Portability and Accountability Act (HIPAA)). SSA retains personal information in strict adherence to the retention schedules
established and maintained in conjunction with the National Archives and Records Administration. At the end of a record's useful
life cycle, it is destroyed in accordance with the privacy provisions, as specified in 36 CFR part 1228.

SSA is authorized to collect the information on form SSA-827 by sections 205(a), 223(d)(5)(A), 1614(a)(3)(H)(1), 1631(d)(1) and
1631 (e)(1)(A) of the Social Security Act. We use the information obtained with this form to determine your eligibility, or
continuing eligibility, for benefits, and your ability to manage any benefits received. This use usually includes review of the
information by the State agency processing your case and quality control people in SSA. In some cases, your information may
also be reviewed by SSA personnel that process your appeal of a decision, or by investigators to resolve allegations of fraud or
abuse, and may be used in any related administrative, civil, or criminal proceedings.

Signing this form is voluntary, but failing to sign it, or revoking it before we receive necessary information, could prevent an
accurate or timely decision on your claim, and could result in denial or loss of benefits. Although the information we obtain with
this form is almost never used for any purpose other than those stated above, the information may be disclosed by SSA without
your consent if authorized by Federal laws such as the Privacy Act and the Social Security Act. For example, SSA may disclose
information:
1. To enable a third party (e.g., consulting physicians) or other government agency to assist SSA to establish rights to
Social Security benefits and/or coverage;
2. Pursuant to law authorizing the release of information from Social Security records (e.g., to the Inspector General, to
Federal or State benefit agencies or auditors, or to the Department of Veterans Affairs(VA));
3. For statistical research and audit activities necessary to ensure the integrity and improvement of the Social Security
programs (e.g., to the Bureau of the Census and private concerns under contract with SSA).

SSA will not redisclose without proper prior written consent information: (1) relating to alcohol and/or drug abuse as covered in
42 CFR part 2, or (2) from educational records for a minor obtained under 34 CFR part 99 (Family Educational Rights and
Privacy Act (FERPA)), or (3) regarding mental health, developmental disability, AIDS or HIV.

We may also use the information you give us when we match records by computer. Matching programs compare our records
with those of other Federal, State, or local government agencies. Many agencies may use matching programs to find or prove that
a person qualifies for benefits paid by the Federal government. The law allows us to do this even if you do not agree to it.

Explanations about possible reasons why information you provide us may be used or given out are available upon request from
any Social Security Office.

PAPERWORK REDUCTION ACT

This information collection meets the requirements of 44 U.S.C. § 3507, as amended by Section 2 of the Paperwork Reduction
Act of 1995. You do not need to answer these questions unless we display a valid Office of Management and Budget control
number. We estimate that it will take about 10 minutes to read the instructions, gather the facts, and answer the questions. SEND
OR BRING IN THE COMPLETED FORM TO YOUR LOCAL SOCIAL SECURITY OFFICE. The office is listed under
U. S. Government agencies in your telephone directory or you may call Social Security at 1-800-772-1213. You may send
comments on our time estimate above to: SSA, 1338 Annex Building, Baltimore, MD 21235-6401. Send only comments relating
to our time estimate to this address, not the completed form.

Form SSA-827 (1-2005) ef (01-2005) Page 2 of 2



Social Security
Online

Disability Home

How Do | Get
the Forms?

I’m Applying for
A Child. Are the
Forms Different?

Instructions:
FORM SSA-827

What is this Form
Used For?

Disability Programs

Authorization to Release Medical and
Other Information

If you call us to apply, we will mail you the forms.
OR you may visit your nearest Social Security Office
OR you can print the forms (see Printing Authorization Forms). We need your

dated original signature on all forms.

IMPORTANT: When you contact us to apply, we will tell you where to send or
bring the forms.

No. The form and instructions on this site apply to children and adults

More About Benefits for Children with Disabilities

If you need help with any Social Security forms, you can call us toll free at 1-
800-772-1213 or visit your local Social Security office. We’ll be glad to help you.

More information about how to contact us.

We need your written authorization to help get the information required to pro-
cess your claim. The SSA-827 is arranged in several sections that provide the
most important items legally required for an authorization.

Important Note:

This form is NOT an application for disability benefits. You must contact SSA to
apply. These forms are used in addition to your application to collect information
about you so we can decide if you meet Social Security’s definition of disability.

The Authorization to Release Information will be used to request medical re-
cords from your health care providers and other people who can provide us with
information about your disability. We will need a separate form for each place or
person that will provide information.

e This form is used to contact your doctors and other health care providers,
and others who will give us information about you to help us decide your ap-
plication for disability benefits.

e When you apply, we will give you the forms. But for convenience, they are
available on the Internet.



How to Complete
the Form?

The “OF WHAT” section has everything needed for the release of what is con-
sidered especially sensitive information, about mental impairment(s); substance
abuse; sickle cell anemia; HIV/AIDS or tests for HIV or sexually transmitted
diseases; and gene-related impairments (including genetic test results). This
specific authorization is routinely included on the form to speed processing the
claim and does not mean that we think you may have any of these conditions.
ltem number 3, about educational tests, usually only applies when the subject of
the disclosure is a child. In order to avoid delays caused by getting more forms
signed in the future, we also ask you to authorize disclosure of information that
may result from treatment after you sign the form. If you have questions regard-
ing this section, or any other aspect of the SSA-827 call 1-800-772-1213 or
contact your local Social Security office.

The “FROM WHOM?” section covers all the sources we may need to contact to
help get information about your claim. We need an original signed, dated, and
witnessed (not photocopied) form for EACH medical or other source that you
listed on your disability report form(s):

(SSA-454, SSA-782, SSA-3368, SSA-3441, SSA-3820, SSA-3881, HA-4486).
Please include at least 2 extra original, signed, dated, and witnessed forms.
These forms may be used to get information from sources that you had forgot-
ten about. (For example, if you have 5 sources, we will need at least 7 SSA-
827s). Please do not send us copies of a signed form.

The other sections of the form are fairly self-explanatory.

1. Read the entire form, front and back. The information on the back ex-
plains some more about how the form will be used and explains the pos-
sible consequences of not signing the form. Additional instructions are
also on the form. If you have any questions, please contact us.

2. Be sure the name of the person whose records must be disclosed (the
applicant or beneficiary) is written in the upper right corner of the form,
with their own Social Security Number. SSA will fill in the rest of that
block if needed.

3. Do not fill in the large empty box in the middle of the form; SSA will use
this space to help the source identify the information we need.

4. Do not put a check in the empty block under “PURPOSE” unless SSA
specifically asks you to.

5. INDIVIDUAL SIGN” - Sign each form in this block.

e An adult should sign his/her own form.

¢ An individual can sign with an “X” if necessarye If an individual has
been declared legally incompetent, his/her legal guardian or other
legally recognized representative should sign the form.

¢ If the individual whose information is going to be disclosed is not the
one signing the form, be sure to check the box to the right that shows



Printing
Authorization
Forms?

What to do with
the Form?

that person’s authority to sign (parent, guardian, etc.) and
then give proof of that legal relationship to SSA. If the subject
of disclosure is a minor, then a custodial parent, guardian or
other legally recognized representative should sign the form.

e |f the subject of the disclosure is age 12 or older but still con-
sidered to be a minor under State law, he or she should sign
the form and the parent, guardian or other legally recognized
representative should sign in the “Parent/guardian sign” area
to the right.

o

ALWAYS enter the DATE the form is signed.

7. Enter the address and daytime phone number of the individual
signing the form.

8. “WITNESS SIGN” - The signature of the individual signing the

forms must be witnessed by at least one other individual. Many

sources will not honor our request unless it is withessed.

e The witness can be any competent adult (spouse, social
worker, Social Security employee, etc.).

e The witness should sign and provide his or her address infor-
mation in case the source wants to confirm the signature.

e A second witness is usually only required if the subject of the
disclosure signs with an “X.”

SSA offers forms in Portable Document Format (PDF). To read and print
a PDF publication, you must have the Adobe Acrobat Reader ® soft-
ware installed on your computer. You can download the Adobe Acrobat
Reader for no charge.

Authorization to Release Information Form (SSA-827)

Mail it to the Social Security office that is servicing your claim or bring it
with you if you are going into that office. If you have not yet filed a claim,
please contact us about filing an application for disability benefits.
CONTACT SOCIAL SECURITY NOW.

Other SSA Forms

Disability Report Form Guide

Learn More About Disability Benefits and How We Decide

If You Are Disabled







SOCIAL SECURITY ADMINISTRATION TOE 250

Form Approved
OMB_No0.0960-0024

PHYSICIAN'S/MEDICAL OFFICER'S STATEMENT OF PATIENT'S CAPABILITY TO MANAGE BENEFITS

PAPERWORK REDUCTION ACT:

This information collection meets the clearance requirements of 44 U.S.C. 83507, as
amended by Section 2 of the Paperwork Reduction Act of 1995. You are not required to
answer these questions unless we display a valid Office of Management and Budget
control number. We estimate that it will take you about 10 minutes to read the
instructions, gather the necessary facts, and answer the questions.

In replying, use this address:
SOCIAL SECURITY ADMINISTRATION

TELEPHONE NUMBER (Include Area Code)

DATE

ISSA CONTACT

Privacy Act: This report is authorized by sections 205(a) and 205(j) of the Social Security
Act, as amended (42 U.S.C. 405(a) and 405(j). While gou are not required to respond,
your cooperation will help us decide whether any Social Security benefits that may be due
should be paid directly to the patient or to someone else on the patient's behalf. Your
cooperation in completing and returning this statement will be appreciated.

We may also use the information you give us when we match records by computer.
Matching programs compare our records with those of other Federal, State, or local
government agencies. Many agencies may use matching programs to find or prove that a
person qualifies for benefits paid by the Federal government. The law allows us to do this
even if you do not agree to it. Explanations about these and other reasons why
information you provide may be used or given out are available in Social Security Offices.
If you want to learn more about this, contact any Social Security Office.

IDENTIFYING INFORMATION (SSA Only)
If different from patient

NAME OF WAGE EARNER OR SELF-
EMPLOYED PERSON

SOCIAL SECURITY NUMBER

/ /

PATIENT'S NAME
Code)

PATIENT'S SOCIAL SECURITY NUMBER PATIENT'S DATE OF

BIRTH
/ /

PATIENT'S ADDRESS (Number and Street, City, State, and ZIP

YOUR HELP IS NEEDED

The patient shown above has filed for or is receiving Social Security

or Supplemental Security

Income payments. We need you to complete the back of this form and return it to us in the
enclosed envelope to help us decide if we should pay this person directly or if he or she needs a
representative payee to handle the funds. Please Note: This determination affects how benefits
are paid and has no bearing on disability determinations. Thank you for your help.

WHO IS A REPRESENTATIVE PAYEE

A representative payee is someone who manages the patient's money to make sure the patient's
needs are met. The payee has a strong and continuing interest in the patient's well-being and is

usually a family member or close friend.

WHO NEEDS A REPRESENTATIVE PAYEE

Some individuals age 18 and older who have mental or physical impairments are not capable of
handling their funds or directing others how to handle them to meet their basic needs, so we
select a representative payee to receive their payments. Examples of impairments which may
cause incapability are senility, severe brain damage or chronic schizophrenia. However, even
though a person may need some assistance with such things as bill paying, etc., does not
necessarily mean he/she cannot make decisions concerning basic needs and is incapable of

managing his/her own money.

PLEASE COMPLETE THE INFORMATION ON THE REVERSE OF THIS FORM

Form SSA-787 (11-2002) EF (11-2002) Destroy Prior Editions



1. Date you last examined the patient

2. Do you believe the patient is capable of managing or directing the management of benefits in his or her own best interest?

By capable we mean that the patient:

® Is able to understand and act on the ordinary affairs of life, such as providing for own adequate food,

housing, clothing, etc., and

® |s able, in spite of physical impairments, to manage funds or direct others how to manage them.

|:| Yes |:| No |:| Unsure

If "Yes", please omit If "No", please provide a brief summary If "unsure”,
question 3, but be sure to of the findings that led to this conclusion. please explain.
sign and date the form. Also, complete question 3.

3. Do you expect the patient to be able to manage funds in the future (for example, the patient is temporarily unconscious)?

|:| Yes |:| No

If yes, please explain.

NAME OF PHYSICIAN/MEDICAL OFFICER (Please print.) TITLE

ADDRESS (Number and street, City, State, and ZIP Code) TELEPHONE NUMBER (/nclude Area Code)

( )

| declare under penalty of perjury that | have examined all the information on this form, and on any accompanying statements or
forms, and it is true and correct to the best of m¥ knowledge. | understand that anyone who knowingly gives a false or
o

misleading statement about a material fact in this information, or causes someone else to do so, commits a crime and may be
sent to prison, or may face other penalties, or both.

SIGNATURE OF PHYSICIAN/MEDICAL OFFICER DATE

Form SSA-787 (11-2002) EF (11-2002)



SOCIAL SECURITY ADMINISTRATION Form Approved
OFFICE OF HEARINGS AND APPEALS OMB No. 0960-0269

REQUEST FOR HEARING BY ADMINISTRATIVE LAW JUDGE
(Take or mail the signed original to your local Social Security office, the Veterans Affairs
Regional Office in Manila or any U.S. Foreign Service post and keep a copy for your records)
1. CLAIMANT 2. WAGE EARNER. IF DIFFERENT 3. SOC. SEC. CLAIM NUMBER 4. SPOUSE's CLAIM NUMBER

See
Privacy Act Notice

5. REQUEST A HEARING BEFORE AN ADMINISTRATIVE LAW JUDGE. | disagree with the determination made on my claim because:

An Administrative Law Judge of the Office of Hearings and Appeals will be appointed to conduct the hearing or other proceedings in your case. You will
receive notice of the time and place of a hearing at least 20 days before the date set for a hearing.

6. | have additional evidence to submit. O Yes O No 7. Check one of the blocks:

Name and address of source of additional evidence: D  wish to appear at a hearing.

D | do not wish to appear at a hearing
and | request that a decision be made

based on the evidence in my case.
(Please submit it to the hearing office within 10 days. Your servicing Social Security Office will (Complete Waiver Form HA-4608)

provide the address. Attach an additional sheet if you need more space.)

You have a right to be represented at the hearing. If you are not represented but would like to be, your Social Security office will give you a list of legal
referral and service organizations. (If you are represented and have not done so previously, complete and submit form SSA-1696 (Appointment of
Representative).)

[You should complete No. 8 and your representative (if any) should complete No. 9. If you are represented and your representative is not available to
complete this form, you should also print his or her name, address, etc. in No. 9.]

| declare under penalty of perjury that | have examined all the information on this form, and on any accompanying statements or forms, and it is
true and correct to the best of my knowledge.

8. (CLAIMANT'S SIGNATURE) (DATE) 9. (REPRESENTATIVE'S SIGNATURE/NAME) (DATE)
ADDRESS (ADDRESS) [] ATTORNEY; [] NON ATTORNEY;

CITY STATE ZIP CODE CITY STATE ZIP CODE
T(ELEPH)ONE NUMBER F(AX NU;\/IBER - T(ELEPH)ONE NUMBER F(AX NU;\/IBER -

TO BE COMPLETED BY SOCIAL SECURITY ADMINISTRATION-ACKNOWLEDGMENT OF REQUEST FOR HEARING

10. Request received for the Social Security Administration on by:
(Date) (Print Name)
(Title) (Address) (Servicina FO Code) (PC Code)
11. Was the request for hearing received within 65 days of the reconsidered determination? D YES D NO

If no is checked, attach claimant's explanation for delay; and attach copy of appointment notice, letter, or other pertinent material or information in the
Social Security office.

12. Claimant is represented D Yes D No 15. Check all claim types that apply:
D List of legal referral and service organizations provided D RS onl (RSI)
13. Interpreter needed OvYes [ONo ) on y. - . (DIWC)
Language (including sign language): ] Title Il Disablility-worker or child only (DIWW)
[ Title I Disability-Widow(er) only (SSIA)
14. Check one: [ Initial Entitlement Case [ SSI Aged onl (SSIB)
[] Disability Cessation Case g u (SSID)
[ other Postentitlement Case [ ssi Biind only (SSAC)
16. HO COPY SENT TO: HO on D SSI Disability only (SSBC)
: (SSDC)
[ CF Attached: [ Title Il O Titexvi; [ Title VIIl; or [ ssi Aged/Title I (HIE)
[J Title Il CF held in FO to establish CAPS ORBIT; or [ ssi Blind/Title Ii (SVB)
[ cFrequested [ Title II; [ Title XvI [ Title Vil [ ssi Disability/Title II (SVBI/SSI)
(Copy of teletype or phone report attached) D HI Entitlement
17. CF COPY SENT TO: HO on [ Title VIl Only
[ CF Attached:  [] Title II; [ Title XvI [ Title Vil/Titie XVI
[ oOther Attached: ] other - Specify:
Form HA-501-US (5-2003) ef (05-2003) TAKE OR SEND ORIGINAL TO SSA AND RETAIN A COPY FOR YOUR RECORDS

Destrov Prior Editions

CLAIMANT



PAPERWORK/PRIVACY ACT NOTICE

The Social Security Act (sections 205(a), 702, 1631(e)(1)(a) and (b), and 1869(b)
(1) and (c), and Public Law 106-169 (Section 809(a)(1) of Sections 251(a)) as
appropriate) authorizes the collection of information on this form. We need the
information to continue processing your claim. You do not have to give it, but if
you do not you may not receive benefits under the Social Security Act. We may
give out the information on this form without your written consent if we need to
get more information to decide if you are eligible for benefits or if a Federal law
requires us to do so. Specifically, we may provide information to another
Federal, State, or local government agency which is deciding your eligibility for
a government benefit or program; to the President or a Congressman inquiring on
your behalf; to an independent party who needs statistical information for a
research paper or audit report on a Social Security program; or to the Department
of Justice to represent the Federal Government in a court suit related to a
program administered by the Social Security Administration. We explain, in the
Federal Register, these and other reasons why we may use or give out
information about you. If you would like more information, get in touch with
any Social Security office, the Veterans Affairs Regional Office in Manila, or
any U.S. Foreign Service post.

We may also use the information you give us when we match records by
computer. Matching programs compare our records with those of other Federal,
State, or local government agencies. Many agencies may use matching programs
to find or prove that a person qualifies for benefits paid by the Federal
government. The law allows us to do this even if you do not agree to it.

Explanations about these and other reasons why information about you may be
used or given out are available in Social Security offices. If you want to learn
more about this, contact any Social Security office, the Veterans Affairs
Regional Office in Manila, or any U.S. Foreign Service post.

Paperwork Reduction Act Statement - This information collection meets the
requirements of 44 U.S.C. § 3507, as amended by Section 2 of the Paperwork
Reduction Act of 1995. You do not need to answer these questions unless we
display a valid Office of Management and Budget control number. We estimate
that it will take about 10 minutes to read the instructions, gather the facts, and
answer the questions. SEND THE COMPLETED FORM TO YOUR
LOCAL SOCIAL SECURITY OFFICE. The office is listed under U. S.
Government agencies in your telephone directory or you may call Social
Security at 1-800-772-1213. You may send comments on our time estimate
above to: SSA, 1338 Annex Building, Baltimore, MD 21235-0001. Send only
comments relating to our time estimate to this address, not the completed form.

Form HA-501-U5 (5-2003) ef (05-2003)
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Request for Hearing by Administrative Law Judge

If you do not agree with the reconsideration determination we made on your
claim, you may file a request for hearing before an Administrative Law Judge
(ALJ). To request a hearing, you may use this form or write a letter.

If you are not sure this is the form you should use, the Notice of Reconsidera-
tion (reconsideration determination) will tell you that to appeal our determination
you should request a hearing before an ALJ. If the notice does not say this, or if
you still are not sure this is the form you should complete, call 1-800-772-1213
or your local Social Security office and they will help you to complete the right
appeal form.

If you are requesting a hearing on the denial of a claim for disability benefits, you
must complete and sign additional forms. These forms are the HA-4486, Claim-
ant’s Statement When Request for Hearing is Filed and the Issue is Disability,
and SSA-827, Authorization to Disclose Information to SSA. You should also
complete an HA-4631, Claimant’s Recent Medical Treatment, and an HA-4632,
Claimant’s Medications. If you have worked since you filed your application for
disability benefits, complete an HA-4633, Claimant’s Work Background.

You may also need to complete a form SSA-1696, Appointment of Representa-
tive, if you are appointing a representative. Your representative should also sign
the SSA-1696 before you send it to us.

You must file your appeal within 60 days from the date you got the reconsidera-
tion determination. We assume you got the reconsideration determination within
5 days of the date shown on that notice unless you can show us you did not get
it within the 5-day period.

Time to Submit New Evidence: You should submit any new evidence you want
the ALJ to consider within 10 days of the date that you file this request. If you
will not be able to submit the evidence within 10 days, you must ask the ALJ for
an extension of time to submit evidence.

How to Obtain the Form

Below you will find Form in Portable Document Format (PDF). To print the PDF
version, you will need the Adobe Acrobat reader software. If you do not already
have this special software, see our page on downloading and printing PDF
documents.



After you download the Adobe Acrobat Reader, come back to this page and
download the PDF version of the HA-501:

Request for Hearing by Administrative Law Judge, Form HA-501

How to Complete the Form

1.

NAME OF CLAIMANT: Enter your name or the name of the person on
whose behalf you are filing the request for hearing.

NAME OF WAGE EARNER: If you receive or are applying for Social Secu-
rity benefits on someone else’s work record, enter that person’s name.

SOCIAL SECURITY CLAIM NUMBER: The Social Security claim number
depends on the type of claim you are appealing. If the appeal is on a
claim for:

e Social Security benefits on your work record, enter your Social Secu-
rity number (SSN).

e Social Security benefits on someone else’s work record (that is, the
wage earner in 2.), enter that person’s SSN.

e Social Security benefits on your work record and on the wage earn-
er’s work record, enter both SSNs.

e Supplemental Security Income (SSI), enter your SSN. -

e Social Security benefits on the wage earner’s work record and SSI,
enter both SSNs.

SPOUSE’S CLAIM NUMBER: If you are appealing a reconsideration de-
termination in an SSI or concurrent (SSI and Social Security) claim, enter
the your spouse’s SSN.

| REQUEST A HEARING BEFORE AN ADMINISTRATIVE LAW JUDGE:
Tell us why you disagree with the reconsideration determination. If you
need additional space, you can attach a separate sheet of paper. Include
your name and Social Security claim number on any additional pages,
and on all correspondence, you send to us.

ADDITIONAL EVIDENCE: If you have additional evidence to submit,
check this block and enter the name and address of the source. (For
example, if you have additional evidence to submit from your treating
doctor, you would enter his or her name and address.)



Send the Form

7. APPEARANCE AT THE HEARING: You must check one of the
blocks in this item to tell us if you want to appear at a hearing. If
you do not want to appear, you must also complete form HA-
4608, Waiver of Your Right to Personal Appearance Before an
Administrative Law Judge.

8. Signature: Sign and date the form and fill in your address and
telephone number. If you are filing on behalf of a child or an
incompetent adult, enter your relationship to the claimant (for
example, parent or legal guardian).

9. Representative’s Signature: If you have a representative he or she
should sign and complete this section. Do not delay filing your re-
quest for hearing to get your representative’s signature. If you do
not have a representative and would like someone to represent
you (for example, an attorney), your local Social Security office
can provide you with a list of representatives for your area.

Do not complete anything below the line that says “TO BE COM-
PLETED BY SOCIAL SECURITY ADMINISTRATION - ACKNOWL-
EDGEMENT OF REQUEST FOR HEARING.” We will complete this
part of the form when we receive it.

Where To Send The Form

Print the PDF HA-501 on 8 1/2 x 11 inch paper, complete and sign the
form, and mail it to your local Social Security office. If you are not sure
where your local office is located, try our Social Security Office Locator
service or call1-800-772-1213.






Form Approved

SOCIAL SECURITY ADMINISTRATION/OFFICE OF HEARINGS AND APPEALS OMB No. 0960-0277

REQUEST FOR REVIEW OF HEARING DECISION/ORDER

(Do not use this form for objecting to a recommended ALJ decision.)
(Take or mail the signed original to your local Social Security office, the Veterans Affairs
Regional Office in Manila or any U.S. Foreign Service post and keep a copy for your records)

1. CLAIMANT 2. WAGE EARNER, IF DIFFERENT

See Privacy Act Notice

3. SOCIAL SECURITY CLAIM NUMBER 4. SPOUSE'S NAME AND SOCIAL SECURITY NUMBER

(Complete ONLY in Supplemental Security Income Case)

5. | request that the Appeals Council review the Administrative Law Judge's action on the above claim because:

ADDITIONAL EVIDENCE
If you have additional evidence submit it with this request for review. If you need additional time to submit evidence or legal argument, you must
request an extension of time in writing now. If you request an extension of time, you should explain the reason(s) you are unable to submit the evidence
or legal argument now. If you neither submit evidence or legal argument now nor within any extension of time the Appeals Council grants, the Appeals
Council will take its action based on the evidence of record.
IMPORTANT: Write your Social Security Claim Number on any letter or material you send us.
SIGNATURE BLOCKS: You should complete No. 6 and your representative (if any) should complete No. 7. If you are represented and your
representative is not available to complete this form, you should also print his or her name, address, etc. in No. 7.
| declare under penalty of perjury that | have examined all the information on this form, and on any accompanying statements or
forms, and it is true and correct to the best of my knowledge.

6. CLAIMANT'S SIGNATURE DATE

] ATTORNEY
] NON-ATTORNEY

7. REPRESENTATIVE'S SIGNATURE

PRINT NAME

PRINT NAME

ADDRESS

ADDRESS

(CITY, STATE, ZIP CODE)

(CITY, STATE, ZIP CODE)

TELEPHONE NUMBER
( )

FAX NUMBER
( )

TELEPHONE NUMBER
)

FAX NUMBER
( )

(

8. Request received for the Social Security Administration on

THE SOCIAL SECURITY ADMINISTRATION STAFF WILL COMPLETE THIS PART

by:

(Date)

(Print Name)

(Title) (Address)

(Servicing FO Code) (PC Code)

B. Is the request for review received within 65 days of the ALJ's Decl

[dYes [dNo

ision/Dismissal?

10. If "No" checked: (1) attach claimant's explanation for delay; and

(2) attach copy of appointment notice, letter or

other pertinent material or information in the Social Security Office.

1. Check one: [ Initial Entitlement

[[] Termination or other

APPEALS COUNCIL

OFFICE OF HEARINGS AND APPEALS, SSA
5107 Leesburg Pike

FALLS CHURCH, VA 22041 - 3255

12. Check all claim tvpes that applv:
[] Retirement or survivors (RSI)
[] Disability-Worker (DIWE)
[[] Disability-Widow(er) (DIWW)
D Disability-Child (DIWC)
D SSI Aged (SSIA)
D SSI Blind (SSIB)
D SSI Disability (SSID)
[[] Health Insurance-Part A (HIA)
[[] Health Insurance-Part B (HIB)
D Title VIII Only (SVB)
D Title VII/Title XVI (SVB/SSI)
[[] Other - Specify:

Form HA-520-U5 (5-2003)
Destroy Prior Editions

ef (1 0-2004) TAKE OR

SEND ORIGINAL TO SSA AND RETAIN A COPY FOR YOUR RECORDS




PAPERWORK/PRIVACY ACT NOTICE

The Social Security Act (sections 205(a), 702, 1631(e)(1)(a) and (b), and 1869(b)
(1) and (c), and Public Law 106-169 (Section 809(a)(1) of Sections 251(a)) as
appropriate) authorizes the collection of information on this form. We need the
information to continue processing your claim. You do not have to give it, but if
you do not you may not receive benefits under the Social Security Act. We may
give out the information on this form without your written consent if we need to
get more information to decide if you are eligible for benefits or if a Federal law
requires us to do so. Specifically, we may provide information to another
Federal, State, or local government agency which is deciding your eligibility for a
government benefit or program; to the President or a Congressman inquiring on
your behalf; to an independent party who needs statistical information for a
research paper or audit report on a Social Security program; or to the Department
of Justice to represent the Federal Government in a court suit related to a program
administered by the Social Security Administration. We explain, in the Federal
Register, these and other reasons why we may use or give out information about
you. If you would like more information, get in touch with any Social Security
office, the Veterans Affairs Regional Office in Manila, or any U.S. Foreign
Service post.

We may also use the information you give us when we match records by
computer. Matching programs compare our records with those of other Federal,
State, or local government agencies. Many agencies may use matching programs
to find or prove that a person qualifies for benefits paid by the Federal
government. The law allows us to do this even if you do not agree to it.

Explanations about these and other reasons why information about you may be
used or given out are available in Social Security offices. If you want to learn
more about this, contact any Social Security office, the Veterans Affairs Regional
Office in Manila, or any U.S. Foreign Service post.

Paperwork Reduction Act Statement - This information collection meets the
requirements of 44 U.S.C. § 3507, as amended by section 2 of the Paperwork
Reduction Act of 1995. You do not need to answer these questions unless we
display a valid Office of Management and Budget control number. We estimate
that it will take about 10 minutes to read the instructions, gather the facts, and
answer the questions. SEND THE COMPLETED FORM TO YOUR LOCAL
SOCIAL SECURITY OFFICE. The office is listed under U. S. Government
agencies in your telephone directory or you may call Social Security at
1-800-772-1213. You may send comments on our time estimate above to: SSA,
1338 Annex Building, Baltimore, MD 21235-6401. Send only comments
relating to our time estimate to this address, not the completed form.

Form HA-520-U5 (5-2003) ef (10-2004)
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Request for Review of Decision/
Order of Administrative Law Judge

If you do not agree with the decision or order an Administrative Law Judge (ALJ)
made on your claim, you may ask the Appeals Council to review the ALJ’s ac-
tion. To do this, you may use this form or write a letter.

If you are not sure this is the form you should use, the notice you received will
tell you that to appeal the ALJ’s decision or order you must request Appeals
Council review. If the notice does not say this, or you are still not sure this is the
form you should complete, call 1-800-772-1213 or your local Social Security Of-
fice and they will help you to complete the right appeal form.

You must file your appeal within 60 days from the date you got the hearing deci-
sion or order. We assume that you got the hearing decision or order within 5
days of the date shown on the notice unless you can show us you did not get it
within the 5-day period.

Time to Submit New Evidence: You should submit any new evidence you want
the Appeals Council to consider with your request for review. If you need ad-
ditional time to submit evidence, you must request it when you file your request
for review.

How to Obtain the Form

Below you will find Form in Portable Document Format (PDF). To print the PDF
version, you will need the Adobe Acrobat reader software. If you do not already
have this special software, see our page on downloading and printing PDF
documents.

After you download the Adobe Acrobat Reader, come back to this page and
download the PDF version of the HA-520:

Request for Review of Decision/Order of Administrative Law Judge Form
HA-520

How to Complete the Form

1. NAME OF CLAIMANT: Enter your name or the name of the person on
whose behalf you are filing the request for review.

2. NAME OF WAGE EARNER: If you receive or are applying for Social Se-
curity benefits on someone else’s work record, enter that person’s name.



Send the Form

3. SOCIAL SECURITY CLAIM NUMBER: The Social Security claim number
depends on the type of claim you are appealing. If you are appealing a
claim for:

e Social Security benefits on your work record, enter your Social Secu-
rity number (SSN).

e Social Security benefits on someone else’s work record (that is, the
wage earner in 2.), enter that person’s SSN.

e Social Security benefits on your work record and on the wage earn-
er’s work record, enter both SSNs.

e Supplemental Security Income (SSI), enter your SSN.

e Social Security benefits on the wage earner’s work record and SSI,
enter both SSNs.

4. SPOUSE’S CLAIM NUMBER: If you are appealing a hearing decision or
order on an SSI or concurrent (SSI and Social Security) claim, enter your
husband’s or wife’s SSN.

5. | request that the Appeals Council review the Administrative Law Judge’s
action on the above claim because: Tell us why you disagree with the
hearing decision or order. If you need additional space, you can attach a
separate sheet of paper. Include your name and the Social Security claim
number on any additional pages, and on all correspondence, you send to
us.

6. Signature: Sign and date the form and fill in your address and telephone
number. If you are filing on behalf of a child or an incompetent adult, en-
ter your relationship to the claimant (for example, parent or legal guard-
ian).

7. Representative’s Signature: If you have a representative he or she should
sigh and complete this section. Do not delay filing your request for review
to get your representative’s signature. If you do not have a representative
and would like someone to represent you (for example, an attorney), your
local Social Security office can provide you with a list of representatives
for your area.

Do not complete anything below the line that says “THE SOCIAL SECURITY
ADMINISTRATION STAFF WILL COMPLETE THIS PART.” We will complete
this part of the form when we receive it.

Where To Send The Form

Print the PDF HA-520 on 8 1/2 x 11 inch paper and complete and sign the form.
You may file this form (or your letter) with your local Social Security office. If
you are not sure where your local office is located, try our Social Security Of-
fice Locator service or call 1-800-772-1213. You may also mail your request to
the Appeals Council, Office of Hearings and Appeals, 5107 Leesburg Pike, Falls
Church, VA 22041-3255.
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